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INTRODUCTION 
The Dr. Henri van der Hoeven Kliniek in Utrecht, the Netherlands, 
(hereafter: "the clinic") has been in existence since 1955 as a 
forensic mental hospital. 
The staff of the clinic are regularly asked how the treatment of the 
patients is carried out. The same question is put by new staff members 
within the clinic and by many people in Holland and abroad. 
Staff members are in fact unable to give an adequate answer. They 
either reply in general and normative terms, or anecdotally, or by 
asserting that the treatment of each patient is different. This last 
reply, that each patient receives individual treatment is, of course, 
correct but at the same time inadequate. Within the clinic there is a 
common body of experience and knowledge which is applied to individual 
patients, but which has never been set down on paper. A German penal 
execution judge (Mrs. Odilia Lissner, Strafvollstreckungsnchtenn, 
Frankfurt am Main) once remarked that the clinic does important work, 
but is also very successful in keeping its methods secret — even 
although the clinic strives sincerely after openness. 
The clinic is convinced that the study of treatment procedures is 
necessary; researchers have always been connected with the clinic, 
because of this conviction. I have worked for eight years in the 
clinic and then for another eight years in a similar institution, in 
the areas of treatment, instruction, supervision and administration. 
In 1974 I rejoined the Dr. H. van der Hoeven Kliniek, with the 
specific task of bridging the gap between clinical work and scientific 
research. 
Over the years I became increasingly intrigued by the question of what 
is the basic and essential performance of an institution such as this 
clinic. What makes the clinic different from a home for the homeless, 
a penitentiary, a general mental hospital, or an ordinary therapeutic 
community7 This question provided the motivation for this study, my 
position offered the opportunity to carry it through. 
Morton Bard (1972), professor of psychology at the City University of 
New York, inspired me by his ideas about the application of social 
sciences. It is Bard's 4 Proshansky's (1978) opinion that social 
scientists, more often than they seem accustomed to do, should serve 
the community directly with their knowledge. The community provides 
1 
conditions for their education and often pays for their work. In 
difficult and dangerous situations the community is often in urgent 
need of directly applicable scientific knowledge. Bard argues that a 
policeman for instance, confronted by somebody with a gun, has a more 
immediate need of certain psychological insights than the psychology 
professor at his desk. To ensure that such psychological knowledge 
becomes available it is necessary to study community processes in 
collaboration with the persons involved. 
Bard 4 Proshansky (ibid. p.16-17) emphasize the meaning of the word 
collaboration, in contrast to cooperation (note 1). In their view, a 
person will secure cooperation with somoeone else for achieving his 
own objectives. A social scientist may be willing to cooperate with 
practitioners, in order to get access to a certain "real-world" system 
which he wants to study. The practitioner system may be willing to 
cooperate with researchers because of expected benefits from research 
results. Collaboration, on the other hand, consists of "mutuality of 
purpose and commitment, joint decision-making, some interchangeability 
of function, and coaccountability as to the outcome". Collaborative 
research should lead to the development of theoretical conceptions 
which are also relevant and applicable in everyday life. However, 
research of this type may yield less "elegant" results than those 
produced at a desk or in a laboratory. 
From 1974 to 1979 I searched For proper starting points to do 
research. A number of factors, including a lack of experience in 
research directly applicable to treatment, prevented the construction 
of a feasible design. In 1977 I traveled to the United States, 
together with a research colleague and a psychiatrist, both connected 
with the clinic. We visited a number of institutions where researchers 
and clinicians collaborated in treatment projects, and as a result of 
this trip I was able to reach two conclusions. 
First, some research projects are indeed recognized by treatment 
professionals as being directly beneficial with regard to treatment. 
However, such projects appear to take shape only very gradually; 
designing them takes much time and effort. The projects which seemed 
to be successful now, had had an extremely simple initial design and 
had been carried out in intensive collaboration between treatment 
staff and researchers. The second conclusion was that elsewhere many 
projects also don't take off, or go awry in the first stage, mostly 
for similar reasons as those experienced by me. Apparently, 
difficulties and failures occur everywhere and are not necessarily or 
exclusively due to a lack of research skills. Thus, these working 
visits prompted to the design of a very simple project, with the 
built-m possibility of widening research perspectives in the future. 
Nonetheless, the attempts during the 1974-79 period to look for 
immediate research contributions to treatment, have not been a waste 
of time. They produced significant insights into the functioning of 
the clinic and also led to collaboration with many individual staff 
members and treatment teams. This contributed to a common under-
standing of treatment and research problems and a genuine reciprocal 
respect for each other's work. Presumably, these experiences made 
staff members sympathetic and helpful during the subsequent phases of 
this study; many of them kept showing a sincere and strong interest. 
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Researchers too, as professionals, have to contribute in defining 
research objectives and overcoming hindrances to conduct research. It 
would be inappropriate for them to keep standing aside and waiting 
until those who are involved in everyday mental health care come up 
with a clear-cut problem to be studied, within a tidied organizational 
structure. 
In a seven years' research project on de-institutionalization of 
delinguent minors in Massachussetts, the difficulties of conducting 
research in residential settings were overcome by combining various 
skills within the research team. Some of the researchers were 
connected with the residential setting and primarily equipped with 
practical skills, others were purely theoretical researchers connected 
with the university, and others again were in between these two 
extremes. (Communication by Dr. Robert B. Coates of the Harvard Law 
School, 1977). 
The present study, conducted between 1979 and 1984, is related to the 
Massachussetts model in that the involvement of two external 
researchers has introduced a team element into the project. Being the 
principal researcher I contributed from experience, connections and 
training, related to the clinic. One of the external researchers 
contributed mainly from theoretical knowledge and experience in 
residential treatment and its organization, the other mainly from 
methodological knowledge and experience in research. 
Elsewhere I have explained the concrete operations and difficulties of 
conducting research in a residential setting (Feldbrugge, 1981); these 
operations and difficulties will reappear in this study. 
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I 
STATING THE PROBLEM 
This study deals with the treatment of patients committed by court 
order and admitted to the Dr. H. van der Hoeven Kliniek. 
Most patients are committed under a "TBR" order. This means that they 
are detained at the Government's discretion, for a period of two years 
which may be extended as often as required. ("TBR" stands for "Ter 
Beschikkingstelling van de Regering", literally: "placement at the 
disposal of the Government"). The judicial procedures involved and the 
role of the clinic within the Dutch community will be discussed in 
section 1 of this chapter. 
The disorders from which these patients suffer and various opinions 
regarding these disorders will be discussed in section 2. Inevitably, 
different views regarding the nature of the disorder will lead to 
different conceptions concerning treatment possibilities. A treatment 
program is implied in the interpretation of the disorder, whenever 
meaningful treatment seems feasible. 
The terni "treatment program" can be used in more than one way as will 
be seen in section 3. The treatment program of the clinic is shaped by 
the selection of therapeutic models and means and by the clinic's 
organizational structure. The clinic aims at treating every patient 
individually. The manner in which the clinic translates its general 
treatment conceptions into individual treatment plans is the subject 
of this study. 
Section 4. is an outline for the report of this study. 
1.1 The societal framework of this study 
When the court reaches the conclusion that a person who has committed 
a criminal offense cannot be held fully responsible "due to defective 
development or impairment of his mental faculties", it may, according 
to Dutch Law and in the "interests of public order", issue a TBR order 
against such a person and on therapeutic and social grounds commit him 
to an institution. This procedure is governed by the Criminal Code and 
the "Psychopaths Acts" of 192Θ (TBR, 1977). 
Van Hattum (1979) has pointed out that, historically, TBR orders were 
always intended to effect the resocialization of the offender. He 
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stressed that it was an important task of the court to ensure that 
treatment really took place, otherwise a TBR order would be an 
indefinite prison sentence in disguise, which would be illegal 
according to Dutch Law (see also Van der Plaats & Feldbrugge, 1981). 
Treatment under a TBR order as it is administered in the Netherlands 
is, in fact, not of a surgical or pharmacological nature. What we are 
discussing here is treatment as a form of residential psychotherapy; 
medication may be administered occasionally, but only in order to 
support treatment. Residential psychotherapy means that the admission 
of the patient into a hospital is not an accidental circumstance but 
an intrinsic aspect of treatment. In residential psychotherapy, many 
other people apart from the psychotherapist participate in the 
treatment of the patient (Berkouwer, 1981, p.127). 
After World War II the number of TBR orders increased rapidly. In 1947 
the Pick Committee (1947, p.42; see also note 2) concluded that there 
was not enough placement capacity for treatment of TBR patients: only 
450 places for men and 100 for women, while in 1948 alone TBR had been 
applied to 367 people (Pompe & Kempe, 1962, p.33-40). According to the 
Fick Committee, private care should be encouraged, but, at the time, 
it was completely inadeguate for "the dangerous, the aggressive and 
the totally degenerate psychopaths" (Fick, op.cit., p.42). 
An important role in dealing with this problem was played by the 
forensic psychiatrist and lawyer P.A.H. Baan (1912-1975). Baan and his 
collaborators founded the Psychiatric Observation Clinic in Utrecht 
(now the Pieter Baan Center) in 1949, in order to examine the 
indications leading to a TBR order (Pompe & Kempe, op.cit., p.31). 
In 1952 the lack of places became critical when six "transients", i.e. 
TBR patients waiting for a place in an institution, sued the 
Government. They complained about being detained in a house of 
detention despite the TBR order for their treatment, and for a longer 
period than was permitted by law (ibid.). In 1955 the number of 
"transients" had risen to 105 (Hoogenraad, 1957, p.57). Calculations 
indicated that in future 1,000 places were needed for male, and 120 
for female patients (ibid. p.60). In 1955, the Psychopaths Acts were 
supplemented with articles 122a/c, to provide a legal basis for the 
foundation of the Dr. H.van der Hoeven Kliniek as a private forensic 
mental hospital. 
The clinic is the forensic psychiatry section of the fifteenth-century 
Willem Arntsz Foundation ("Willem Arntsz Stichting", WAS), founded in 
1461 in Utrecht. When Baan, together with the psychiatrist A.M. 
Roosenburg and the psychologist J.R.M. Van Ratingen, designed a 
treatment center for TBR patients, the WAS insisted that treatment for 
this category of patients too should be in the hands of mental health 
care institutions. This standpoint showed a broad vision of mental 
disorders and psychiatry, not shared by everyone at that time or even 
now. In the Netherlands and elsewhere, many professional people do not 
regard forensic psychiatry as psychiatry in the real sense of the 
word, i.e. as a form of medicine embodied in the traditional 
doctor-patient relationship. This is why forensic psychiatry acguired 
a separate place in the Proposed Declaration of Hawaii (1983) of the 
World Psychiatric Association. The Declaration first describes the 
standard relationship between psychiatrist and patient in classical 
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terms, and then adds: "If and when a relationship is established for 
purposes other than therapeutic, such as in forensic psychiatry 
(italics added, JF), its nature must be thoroughly explained by the 
person concerned". The view of the prominent Dutch forensic 
psychiatrist Schmtzler (1983, p.443) on forensic psychiatry is: "One 
definition of forensic psychiatry and my own is 'any type of 
psychiatric advice and/or reporting to any kind of court.' Many others 
consider all psychiatric involvements with delinquents, including 
their treatment and aftercare, to be forensic psychiatry", a view 
which Schmtzler does not seem to share. 
In the opinion of the WAS, patients whose disorder was considered to 
be a factor in committing crimes, were as much in need of treatment as 
other patients. In 1955 the WAS negotiated a contract with the 
Government for the treatment of persons whose treatment had been 
ordered by the criminal courts. As a department of the WAS, the Dr. H. 
van der Hoeven Kliniek functions as a regular hospital for this 
category of patients. Dr. Henri van der Hoeven (1879-1956), after whom 
the clinic was named, was a psychiatrist connected with the WAS during 
the first half of this century. He may be regarded as the pioneer of 
Dutch forensic psychiatry. He wrote extensively about psychopathy in 
his textbook on psychiatry (1913, 1928) which he gave the rather 
unpretentious subtitle of "a manual for lawyers", and later "a manual 
for lawyers and social workers". It functioned as a leading textbook 
on forensic psychiatry, during over forty years. 
At the time of the present study, about 80?ó of the patients of the 
clinic have been admitted under a TBR order; the other patients on the 
basis of a Juvenile Court order, by virtue of the Prison Regulations, 
or on other legal grounds. 
Those who have been subject to a TBR order are most commonly persons 
who have committed serious crimes of violence; crimes against life, or 
otherwise endangering the physical safety of others. 84% of the 
patients admitted during 1975-1977 had committed at least one crime of 
violence; a linear increase from the 22% among those admitted during 
the 1955-1956 period (Van Emmerik, 1982, p.26). As documented by 
Frosch (1983), we are dealing with a category of patients who exhibit 
serious behavior problems without being psychotic; patients who resist 
treatment and who evoke negative feelings with people in their 
environment. Treatment cannot be successful unless they are admitted, 
usually against their will, into a specially equipped mental hospital. 
Usually, general mental hospitals do not regard themselves capable of 
treating patients with dangerous behavior disorders. 
During the past few years 0.2 - 0.3?ó of the number of criminal 
sentences in the Netherlands consisted of a TBR order, which means 
that TBR is imposed annually on about 100 offenders, less than 10% of 
which are women. 
The costs for care and treatment are paid entirely by the Department 
of Justice. However, under the General Law of Extraordinary Medical 
Costs ("Algemene Wet Bijzondere Ziektekosten", AWBZ) every resident in 
Holland is insured against the risk of hospitalization, including 
psychiatric hospitalization, exceeding a one year period. Therefore, 
treatment costs are paid largely through this Medical Costs law, after 
one year. (Not completely, because the clinic has to meet extra, non-
medical costs for security). Payments based on the Medical Costs law 
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(AWBZ) do not flow back to the Department of Justice, but to the 
General Treasury. 
1.2. Foundations for treatment laid by Baan 
Baan's examination of the indications leading to a TBR order was based 
on an anthropological conception of psychiatry, rooted in phenomen­
ology. 
His study has been founded on an in depth investigation of meanings 
attached by persons who were regarded "psychopaths", to themselves and 
to the world around them. By using this method Baan was able to 
demonstrate that in psychopathy the value of endogeny was greatly 
overrated, and the value of a person's life history equally under­
rated. Consequently, the fundamental difference between psychopathy 
and neurosis, as well as the untreatability of psychopathy could both 
be dropped. 
With this interpretation of psychopathy as a starting point, Baan 
constructed a psychotherapeutically oriented treatment program for the 
category of patients suffering from psychopathic disorders. A major 
prerequisite in such a treatment program is that it should take place 
in interaction. Since a dyadic psychotherapeutic relationship is 
barely or not at all possible with this category of disorders, and 
since patients suffering from them are unable to profit from a normal 
psychotherapeutic community, Baan developed the program in the form of 
a controlled psychotherapeutic environment. 
1.2.1. Current conceptions of psychopathy around 1950 and later 
Generally, psychopathy is and has been seen as an endogenous disorder, 
a "construction fault", and, consequently, as a disorder which, 
basically, is not suited for treatment. A typical feature of 
psychopathy is repetitive behavior: compulsive and "schablonenhaft" 
(stereotypic), inadequate social behavior, which is repeated in spite 
of sanctions, even judicial sanctions, and is therefore considered 
pathological. 
Kraepelin (1915, p.1979), who classified the mental disorders as 
neuroses, psychoses and psychopathies, subdivided those who suffer 
from a psychopathy as follows: "die Erregbaren" (excitable persons), 
"die Haltlosen" (unsteady persons), "die Triebmenschen" (impulsive 
persons), "die Verschrobenen" (eccentric persons), "die Lugner und 
Schwindler" (liars and frauds), "die Gesellschaftsfeinde oder Antiso­
zialen" (antisocial persons), and "die Streitsuchtigen" (quarrelsome 
persons). He regarded psychopathy as a weakness in predisposition, 
which slows down development and is related to mental deficiency. 
Kraepelin used the term "insania moralis" as a common denominator in 
many manifestations of psychopathy. The concept of "moral insanity" 
has been constructed by the English psychiatrist Pnchard (1835). 
Semantic differences regarding the word "moral" in French, German and 
English, have caused many problems in scientific discussion of 
psychopathy. 
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Van der Hoeven (192Θ, p.2 etc.) believed the personal constitution to 
be the main point in the appearence of psychopathy. With psychopathic 
personalities, he considered a disproportional development of mental 
qualities, and a raised mental vulnerability, to be characteristic. 
However, he stressed that, even on such a constitutional basis, the 
development of real psychopathy is certainly not inevitable but may be 
strongly determined by environmental factors. Social justice and 
prevention are crucial. 
Carp (1948, p.34 etc., ρ.θθ etc.) accepted that in psychopathy the 
process of personality development is of importance, but he regarded 
"dominant and direct hereditary transmission" as its main factor. 
Rumke (1967, p.180) confirmed this opinion: "Carp is very clear about 
the value of predisposition and constitution in the origins of 
psychopathy (Rumke means: in favor of the endogenous foundation, JF). 
Psychopathy and neurosis are independent of each other". 
Rumke (ibid., p.194-197) considered endogenous factors to be 
prevailing in psychopathy, "in its deepest etiological sense", 
although he also stressed psychogenous factors and believed that in 
what he called "developmental psychopaths" post-ripening is sometimes 
possible. 
During the fifth World Congress of Psychiatry in Mexico (1971) 
Ziskind, Jens, Maltzman, Parker, Slater 4 Syndulko (1973, p.1058 etc.) 
defended the thesis that somebody with "emotional and behavioral 
problems" is a "sociopath" if his behavior shows the following five 
characteristics. (According to Spielberger (1973, p.23) "sociopath" is 
a more modern term for "psychopath", with an identical meaning). 
"1. inability to profit from experience 
2. superficiality of affect 
3. irresponsibility 
4. lack of conscience 
5. impulsiveness" 
To be considered for the diagnosis of "sociopath" a person should also 
specifically lack the following five characteristics: 
"1. mental retardation 
2. organic brain syndrome (or demonstrable brain damage) 
3. psychosis 
4. neurosis 
5. situational maladjustments" 
The syndrome displaying these characteristics probably possesses, 
according to the authors, anatomical, physiological and biochemical 
substrata. The authors leave the problem o F endogeny or exogeny more 
or less up in the air. 
According to Hare & Cox (1978) a number of diagnostic characteristics 
are important in psychopathy. These can be found in the Diagnostic and 
Statistic Manual of Mental Disorders, third version (DSM-III), under 
301.70: "antisocial personality disorder". These characteristics 
usually hide behind a "mask of sanity", as Cleckley (1941) has called 
it, meaning that the first impression of the patient is one of a 
pleasing manner and of intelligence. Holden (1985, p.12) states that 
"the antisocial personality, formerly called sociopath", is in general 
of a pleasing manner, manipulating people around him and demanding 
attention, and inclined to abuse drugs, other people and himself. Hare 
& Cox agree that Cleckley's fifth edition (1976) oF The Mask of Sanity 
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is still one of the leading books in the field of psychopathy. They 
distinguish between a) "real" or "primary" psychopaths, b) persons 
whose psychopathic behavior is an expression of an underlying neurotic 
disorder, and c) persons who grow up in a delinquent subculture or 
participate in it. They suggest that the term psychopath be applied 
exclusively to subjects of the first category, real psychopaths; the 
other two categories are to be regarded as secondary and therefore not 
genuine psychopathy. In the view of Hare 4 Cox, the concept of the 
psychopathic personality is rooted in experience, and can, as such, 
not be discarded, whether psychopathy exists as a nosological entity 
or not. 
Spielberger, Kling 4 O'Hagan (1978) in discussing their research 
findings, let themselves be guided by a list, compiled by Cleckley 
(1964), of 15 critical characteristics for defining primary 
psychopathy. In one of the "psychopath" populations they examined, ВЬ% 
consisted of secondary psychopaths. The 15% primary psychopaths were 
discernible by a low level of fear, both in the sense of "state 
anxiety" and of "trait anxiety". It is in particular the degree of 
fear which, according to the authors, could be important in 
distinguishing between primary and secondary psychopaths (ibid. p.43). 
This study was followed by an investigation based on the hypothesis 
that primary psychopaths, because of their lower level of fear, were 
less subject to outside influences and learned less from experiences; 
but after much research this hypothesis did not stand up (ibid. p.31). 
Against all expectations no connection could be found between the 
sociopathy scale constructed by these authors, and neurotic 
delinquency or fear (ibid. p.42); fear and sociopathy seem to be 
relatively independent personality constructs. 
Schalling (1978) constructed a connection between (development of) 
personality characteristics and the neurophysiological substratum 
which develops simultaneously. Looking for correlations and 
cross-connections between the various opinions of psychopathy she 
examined in psychopaths the following traits: fear, extraversion, 
impulsiveness, detachment and avoidance of monotony, interpersonal 
relations and attachment, role taking (a concept of G.H. Mead, 1934) 
and socialization, and the psychophysiology of socialization. From her 
findings she designed general directives for the treatment of 
psychopathy. 
Robins (1978) denies the validity of popular theories of psychopathy, 
such as broken homes and differential association with, for instance, 
a criminal peer group. The theory that acting-out behavior might be an 
alternative for neurosis, is also rejected by him; neurotic symptoms 
and acting-out behavior seem to occur independently and without 
correlation. Therefore, Robins' question is: when and how early does 
psychopathy start7 It is almost certain that it sets in before a child 
goes to elementary school. The life-history research method alone 
cannot answer this question because a person's life history shows a 
process of chain reactions leading eventually to an inclusive deviant 
behavior pattern. This points to the necessity of experimental 
research. 
Suedfeld 4 Landon (1978) state briefly and clearly that neither in 
treatment of psychopathy nor in treatment research any progress of 
importance has been made: "(.·.) it has been suggested that one 
sentence would suffice: 'No demonstrably effective treatment has been 
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found.' (...). One implication of this situation, while illogical, is 
somewhat unattractive to basic scientists and their adherents. That is 
to take an engineering, rather than a scientific point of view, and 
approach the problem in a primarily pragmatic way. This does not imply 
an atheoretical or anti-theoretical stance, but rather a willingness 
to combine realistic aspects of a variety of theories and to make 
tnal-and-error solutions serve where there are gaps in conceptual-
ization and in the available data" (ibid. p.347). Their conclusion is: 
treatment helps those patients most who need treatment the least. To 
treat either this category or, conversely, the category which is least 
reachable, is an economical rather than a scientific problem. 
It may be concluded that, until now, it is regarded scarcely possible 
or impossible to treat psychopathy. One common characteristic of the 
aforementioned opinions seems to be: psychopathy is a disorder or an 
illness, and some persons are suffering from this illness. This view 
on psychopathy is analogous with usual objectifying views on illnesses 
and their treatment. On the basis of such views, tuberculosis, gastric 
carcinoma, or rheumatoid arthritis, respectively people suffering from 
these illnesses, can be treated or subjected to research. Another 
common aspect of these views is that meanings which a certain patient 
himself, in our case the psychopath among his fellow men, attaches to 
his life and his behavior, are not made subject to diagnosis and 
study. 
There is reason to believe that, in discerning primary ("real") 
psychopaths from neurotic ("false") psychopaths, and in discerning 
different perspectives for their treatment, the method of diagnosing 
plays an important role. That is why Baan's diagnostic method is the 
theme of the next section. 
1.2.2. Baan's critique of current conceptions 
Around 1950, the popular theory was that psychopathy is an inborn 
disorder. After examining riore than 1,000 criminal recidivists, Baan 
(1955b, p.319 etc.) was able to explain in psychodynamic terms a 
number of dimensions of the psychopathy concept, from which one used 
to deduct the endogeny of the disorder. These are Baan's findings: 
1. Careful physical examination and comparison with a control group 
without recidivists lead to the presumption that the value of 
endogeny as an "inborn weakness" is grossly overrated. Moreover, 
genetic theories are completely inadequate in this respect. 
Considering the patient's strong defenses against experiences and 
contact, Baan concludes that inborn weakness is out of the 
question. Uhat is observed is a process of investing energy and 
strength into defense, which is understandable but at the same time 
improductive. Understandable, because strength is used as a defense 
against new psychic injuries; improductive, because it blocks the 
road to other solutions. 
2. After careful diagnosis, only about 10% of the patients whose 
behavior displays the symptoms of the original psychopathy concept 
are eligible to be called psychopaths. 
3. Diagnosis of mental retardation is incorrect in 85-95?ó of the 
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cases. 
4. After careful diagnosis, insania moralis appears to be a false 
front. Baan finds sufficient indicators that patients are able to 
experience values. Such experiences are mainly shame which they 
cannot show, and feelings of guilt which are so overpowering that 
they are rejected. 
5. If "the professional criminal" should exist, then he is to be found 
among the 95% of the population who are considered to be "normal", 
and not among the small category of people who repeatedly land in 
jail. 
6. Symptoms of neglect as "serious deficiencies (...) in the normal 
satisfaction of affective needs of the child" (Baan, 1955a, p.120) 
appear to play a very important role, among others in the cognitive 
(debilitas) and affective (insania moralis) handicaps, the 
inclination towards repetition (criminal recidivism), and in 
addiction. 
7. The crime record is often not homogeneous, which indicates that the 
whole personality is involved. 
These findings of Baan unsettled the classic diagnosis of inborn 
psychopathy. Baan's hypothesis is that the popular concept of 
psychopathy is descriptive, and that only the symptoms are 
contemplated. This method of diagnosis leads to treatment pessimism. 
Reviewing Kraepelin's conception of psychopathy Baan (1948, p.219-220) 
states that Kraepelin in his time already "did not know what to do 
with it". According to Baan, Kraepelin could not make the nosological 
unity of psychopathy acceptable. Although there are many common 
characteristics whenever psychopathy is diagnosed, "Kraepelin's 
classification has fallen to pieces" (1955a, p.121). 
Baan tried to make contact with the patient concerned for which he 
used the expression of "tuning in to the patient's wavelength". With 
regard to persons examined by him, Baan doubted whether he could speak 
of symptoms of illness. One may ask: what is health9 According to the 
definition of the World Health Organization, health is a state of 
complete physical, mental and social well-being and not merely the 
absence of disease and infirmity. Aakster & Kuiper (1978, p.66) 
describe it as "being able to achieve or maintain internal and 
external harmony"; health and illness have something to do with the 
reciprocal adaptation of man and his environment. These definitions 
agrees with Baan's idea of health. Without declaring psychopathy an 
illness, Baan (ibid.) wants to call "the compulsion, the repetition 
correlated with the lack of freedom (...) an element of sickness; per 
exclusionem, because typical characteristics of normalcy are lacking". 
The novelty in Baan's diagnostic theory is that he did not only 
observe and describe psychopaths. If he had limited himself to that, 
he probably would have reached the same conclusions about psychopathy 
as the aforementioned authors. Not confining himself to observation, 
Baan and his staff also interacted with the patients, which may have 
been unusual in those days. 
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1.2.3. The theoretical foundations of Baan's conceptions 
The theoretical foundations of Baan's conceptions lie mainly in what 
is called "anthropological psychiatry", a conception of psychiatry 
which is rooted in phenomenology. Phenomenology as a branch of 
philosophy provided a foundation for a number of disciplines, such as 
psychology and sociology. One may view phenomenology as a root of 
symbolic interactionism, a branch of sociology and social psychology 
which emphasizes attitude and meaning in human interaction 
(Martmdale, 1961, p.339). Symbolic interactionism will be discussed 
in chapter III. 
Anthropological psychiatry is based on personal contact with a 
patient, on interaction between therapist and patient, and on a 
meaningful interpretation of this interaction. Anthropological 
psychiatry can be understood from the perspective of symbolic 
interactionism. 
During the 'fifties, many scientists connected with the State 
University of Utrecht directed their attention to phenomenology: the 
psychiatrist Rumke (1893-1967), the psychologists Buytendijk, Van 
Lennep, Langeveld, Linschoten, and the philosopher Van Peursen. In 
phenomenology, one of the most important concepts is "encounter" 
(French: "la rencontre", German: "die Begegnung"). The other person, 
including the mental patient, is not only an object of study and 
treatment, but remains a subject (see also Hermans, 1975, p.2B). Rumke 
(1953, p.166) offers the following definition of personal contact: 
"Contact, narrowly defined, is a mutual experience of each others 
personality in a positive sense". 
These phenomenologists were in close contact with a group centered 
around Pompe (1893-1968), Kenipe (1911-1979) and Baan, the "Utrecht 
School", a designation conferred on them in 1959 by Jacques Léauté, a 
criminal law professor from Strasbourg: "une nouvelle école de science 
criminelle l'Ecole d'Utrecht" ("a new school of criminal science"), 
(Hoefnagels, 1975,p.4). The Utrecht School paid particular attention 
to the individuality and uniqueness of each person, including the 
criminal offender. 
A commitment to practical application of ideas was a definite 
characteristic of the Utrecht School. Pompe advocated the introduction 
of social sciences into the study of criminal law; Kempe was probably 
the first criminologist involved in reporting to courts and in the 
rehabilitation of criminal offenders; Baan founded the Psychiatric 
Observation Clinic (1949), the Selection Institute for offenders 
against whom a TBR order had been made (1952), and the Dr. Henri van 
der Hoeven Kliniek as a center for treatment (see note 3). The Utrecht 
School was concerned with "an academic attempt (...) to integrate law 
and social sciences" (Hoefnagels, ibid.). 
As stated, "encounter" is an important concept in phenomenology. With 
regard to the encounter with an emotionally disturbed person, Rumke 
(1953, p.44) observes: "An encounter does not go beyond the level of 
the person who participates least". Pretence that interaction is 
possible with persons who are hardly able or unable to participate, 
will bring upon such persons a feeling of being cheated; then one 
treats them again as objects, in a disguised form. In such case, it is 
often necessary to hold back. Rumke (1948, p.424) pointed out that 
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"the psychiatrist, in spite of this identification (with the patient, 
JF) and his approach, is also able to keep distance". Rumke formulated 
the paradox of "maximum approach, while keeping distance", which 
applies to the whole staff, in the case of residential psychotherapy, 
as we shall see in chapter IV. 
The conception of treatment as interaction implies approach as well as 
distance. One has to approach the patient closely enough to identify 
with him, to understand what his world looks like and how he is unable 
to interact with people differently from the way he actually does. 
This form of approach implies the closeness of a personal encounter. 
Distance is necessary to be able to observe what happens during the 
encounter with a patient. To keep distance is a quality of awareness: 
one interacts with a patient, but one is also able to observe the 
interaction and to reflect on it. Distance means not coming any closer 
than the patient is able to tolerate, as well as taking distance from 
one's own interaction with him and from the emotions connected with 
it. 
Rumke (1953) has extensively written about the rich variety of 
qualities, talents and skills, of art and knowledge, which are 
necessary to really reach the patient. In his opinion the most 
important value of the profession of "care-giver" (see note 4) lies in 
the effort towards approach. The staff of the clinic shares this 
opinion and supports it. It is worth noting that Runike (1948, 1953) 
described the keeping of distance much more briefly than the approach. 
He viewed the ability to maintain distance almost as a pre-condition, 
in the interest of treatment guaranteed by the psychiatrist. Rumke 
paid little attention to the enormous efforts involved in keeping and 
reestablishing this distance. 
Substantially, these are the conceptions which can be found in Baan's 
publications. It is clear that they are related to those of Carl 
Rogers (1942). Rogers' ideas had been introduced in Utrecht and in the 
Netherlands in 1948-1950 by the child psychiatrist Kamp in cooperation 
with Van Lennep (Swildens, 1980, p.241). Psychoanalysis which was the 
dominant theoretical foundation for psychotherapy around 1950, was 
discussed by Baan only occasionally and obliquely. Baan did use the 
term "compulsion to repeat", an term of unmistakably psychoanalytic 
origin, but referring to compulsion he wrote (1955a, p.121): "Psycho-
analysis broke the ground in this field. But not only psychoanalysis 
made discoveries; look also at the new directions in child psychology 
and in pedagogy". 
Baan did not write in terms of nuclear psychoanalytical concepts such 
as "resistance" or "transference", but instead about "risky reactions" 
in staff as well as in patients; not about "countertransference", but 
about "emotional involvements" of individual staff members. From the 
beginning of the clinic he stnved for personal communication, and 
avoidance of psychoanalytical terms in the daily intercourse between 
patients and staff. 
It seems justified to conclude that Baan founded the Dr. Henri van der 
Hoeven Kliniek on the basis of anthropological psychiatry and on 
Rogenan rather than psychoanalytic conceptions. 
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1.2.4. The possibility of treatment implies a treatment program 
When Baan de-emphasized the importance of endogenous factors in 
psychopathy, he took away one of the fundamental differences with 
neurosis. In fact, Baan asserted that in psychopathy one deals with 
disorders similar to neurosis, but of such a serious nature that the 
dyadic psychotherapeutic relationship becomes unworkable, for the 
following reasons. 
Baan's hypotheses are: 
1. Patients of this category cannot but reject insight in their 
illness as such. They do not voluntarily enter a psychotherapeutic 
relationship, because their shame and guilt are overpowering; they 
ward it off. 
2. A dyadic psychotherapeutic relationship is so frightening for these 
patients that they try to avoid it. This hypothesis is supported by 
Rumke's experience of encountering people who are hardly able or 
unable to establish contact. Therefore, before contact with a 
psychotherapist could be offered, it is necessary to offer a 
psychotherapeutic environment. This is an environment stimulating a 
healthy personal development, in which the patient is continually 
made aware of the norm of healthy interaction, and constant 
confrontation takes place with unwholesome behavior patterns which 
are displayed. 
3. These patients will also try to avoid contact in a psycho-
therapeutic environment; for this reason treatment under conditions 
of involuntary admission into a controlled psychotherapeutic 
environment is necessary. The staff of the clinic has experiences 
with this category of patients, similar to Frosch's (op.cit., 
p.247): "The bulk of the literature indicates that he (i.e. the 
psychiatrist, JF) would be ill advised to treat antisocial 
personalities on an outpatient basis (...). Severe borderline 
patients may also require a great deal of structure to supplement 
psychotherapy". As Rappeport (1974, p.255-269) explained, there are 
several of hospitals for this category of patients in the world. 
"The results coming from institutes such as Herstedvester, Denmark, 
the Van der Hoeven Clinic, Utrecht, Holland, Balderton Hospital, 
Newark, England, and Patuxent Institution in Jessup, Maryland, 
would support the view that one needs a secure institution, long 
(indeterminate) sentences, a devoted and well-trained staff and 
varying mixtures of group and individual therapy". In addition, a 
therapeutic and behavionstic milieu, job-training, and social 
reeducation must be provided, all based on a scheme of "it's not 
what you say, but what you do that counts" ibid. p.265). 
These three assertions relating to treatment relationships and based 
on a diagnosis which differs from the current one, indicate a 
treatment program which subsequently has to be individualized. 
1.3. Three interpretations of the concept of 'treatment program' 
In the present study the concept of "treatment" or "to treat" conforms 
to a definition in the Van Dale Dictionary of the Dutch Language 
(1984): "to assist someone in his illness and his recovery". The 
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concepts of treatment program and treatment plan are well known in our 
country and abroad; people have used them for decades in various 
interpretations. 
Strictly speaking, the term treatment plan is a pleonasm. Treating a 
sick person or an illness presupposes a plan and if there is no plan, 
one cannot speak of treatment. Nonetheless, the concepts of treatment 
program and treatment plan are employed throughout the present study, 
because they are well known and generally used. 
Theoretical insights into the concepts of treatment program and 
treatment plan are hardly available. Van Dale defines "bouwplan" 
("construction plan") and "bouwprogramma" ("construction program"), 
"leerplan" ("instruction plan") and "leerprogramma" ("instruction 
program"), but not "behandelingsplan" ("treatment plan") and 
"behandelingsprogramma" ("treatment program"). (N.B. In Dutch, words 
like "construction" and "plan" are connected). The terms treatment 
plan and treatment program cannot but rarely be found in other 
reference works, or in psychological or psychiatric encyclopedias, or 
in subject indexes of psychiatric and psychological textbooks. 
In everyday use, the concepts of treatment plan and treatment program 
do not seem to cause particular problems. In a "model booklet" for 
patient information, intended to provide a guideline for similar 
booklets, the National Hospital Board (NZR, 1977, p.4) explains: 
"Based on this, the treatment team shall develop a treatment plan for 
you. This plan will be discussed with you and amended or supplemented, 
according to your comments. In the treatment plan you will find a 
program of weekly activities called a weekly program" (italics added, 
JF). "Treatment plan" is also used by the press and in official 
documents. Apparently, it hardly needs clarification. 
Schnabel (19Θ4, p.221) points out that there are three generally used 
and mutually related interpretations of treatment program. 
1. First, one may regard a treatment program as a complete provision 
of anything needed for treatment, inclusive of what is not 
specified, such as the living environment. 
During World War II, treatment programs in the sense of a broad 
spectrum of provisions were set up in the United States for the 
rehabilitation of disabled soldiers (William Menmnger, 1948, 
p.295). President Roosevelt, being especially interested in 
neuropsychiatrie problems, urged the Secretary of War in a letter 
that similar programs should be created for war victims with mental 
problems. (See note 5). 
By analogy with such programs the Dr. H. van der Hoeven Kliniek can 
be viewed as a treatment program, as a wide spectrum of provisions, 
to be explained in the following sections. The clinic has a triple 
function for the patients (Niemantsverdnet 4 Van der Plaats, 1981, 
p.16): 
1) temporarily, the patient is living in the clinic. Within the 
clinic he should experience a life which is as normal as 
possible. 
2) generally, the patient has to learn and to develop his 
potentialities in many areas of life. The clinic should provide 
ample opportunities for learning and training, for education and 
"remedial teaching". 
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3) the patient should be given the chance of discovering which 
behavior is inadequate, and why, and which behavioral 
alternatives he might be able to develop. 
2. The concept of treatment program may also stand for specific 
methods intended to achieve specific goals. In American literature 
in particular, one finds terms like "behavior-educational 
programs", or "transactional analysis programs", etcetera. In the 
present study, treatment programs viewed as such specific methods 
are not pertinent. This interpretation of treatment program is 
mentioned here only for the sake of completeness. A few of such 
programs are used in the clinic; they will occasionally be referred 
to in the next section. 
3. Finally, a treatment program may be viewed as the actual 
application of provisions and methods in an individualized 
treatment plan. 
Linn (1955, p.140) speaks of "a plan of treatment" which has to be 
based on a working hypothesis concerning "the patient's failure in 
emotional adaptation", and, accordingly, he stresses the individual 
treatment plan. Linn mentions the concept in passing, suggesting 
that readers are familiar with individual treatment plans. 
The treatment program of the clinic as a complete set of provisions 
and as an individual treatment plan will be discussed in the next 
sections. 
1.3.1. The clinic as a treatment program 
When we refer to the clinic as a treatment program, we have in mind a 
system of treatment conceptions and methods, and an organization aimed 
at realizing these conceptions. 
The clinic has always embraced the principle of learning from other 
people's experiences. In 1954, the management team of the clinic which 
was to start in 1955, together with the president of the board and the 
medical superintendent of the WAS, went to several mental hospitals in 
Great Britain, with three purposes in mind (Hut, 1954, p.107-114). 
It was their intention, first, to become informed about progress made 
in forensic psychiatry in England, secondly, to orient themselves on 
the organization of therapeutic practice in "units" for neurotic 
patients and the education of nurses and social workers, and, thirdly, 
to become familiar with overall management issues of general mental 
hospitals with special wards for the treatment of neuroses. At the 
same time, several hospitals in London were visited by two of the 
clinic's future psychotherapists, and a future social worker visited 
the hospital of Sivadon, in Neuilly sur Marne, France. Some of their 
findings will be mentioned below. 
Treatment conceptions and methods 
With regard to existing and new therapeutic conceptions the clinic has 
always expressed the intention to work "eclectically": it attempts to 
incorporate whichever treatment conceptions may be useful, without 
having become exclusively tied to certain therapeutic schools. 
From 1955 on, the clinic has been guided by the concept "psychiatry as 
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interaction" or rather "treatment as interaction". The clinic is also 
convinced of the necessity to avoid characteristics of "total 
institutions" (Goffman, 1961) as far as possible, by refusing to do 
for the patients what they can do themselves (Roosenburg, 1975). 
Without claiming completeness, the following list enumerates treatment 
conceptions which have found a solid place in the treatment program of 
the clinic. 
As mentioned, an important role has been played from the beginning by 
concepts from anthropologial psychiatry, such as Rumke's (1948, 1953) 
considerations on approach and encounter. In the opinion of the 
clinic, treatment is purposeful interaction, goal-oriented association 
between patient and staff. Moreover, the staff attempts to interpret 
these interactions, especially interaction disorders which might be 
related to earlier interaction disorders leading to the criminal 
offense. 
The purpose of treatment is to assist the patient in finding and 
learning alternatives for behavior which is not tolerated by the 
community; alternative behavior implies that the repetitive behavior 
pattern has to be disrupted. Because the patients admitted into the 
clinic will not voluntarily seek treatment or will not complete a 
voluntarily started treatment process, types of treatment 
relationships which are common in the community outside, will not be 
adequate. For this category of patients the institution as a whole has 
to function as treater; having been admitted is an intrinsic aspect of 
residential treatment. If the staff react to the patient in a new 
manner, they force him to abandon his familiar interaction repertoire 
and to develop alternatives. 
Notions from Freudian psychoanalysis have not acquired a prominent 
position. Nonetheless, they have been integrated into the staff's way 
of thinking. This may be illustrated by the frequent use of the notion 
of repetition, which springs from psychoanalysis. 
The staff is familiar with the ideas of the child psychoanalyst Bowlby 
(1977, p.206), who has pointed out that it is extremely important for 
the development of a young child that nis parents "a) provide him with 
a secure base, and b) encourage him to explore from it". This may be 
recognized in the accent which Roosenburg has put on the correlation 
between affectively secure contacts and development of the patient's 
personal characteristics and uniqueness (Cossee-Buys, Feldbrugge & 
Hendriks, 1974, p.20). This has in fact been emphasized by the 
introduction of performing and expressive arts, such as music, 
drawing, sculpture, etcetera, into the treatment program. 
The ideas of later analysts, such as Racker (1957) and Harty (1979), 
have also been integrated into the clinic's work. These will be 
discussed in chapter II. 
In 1957 the clinic became acquainted with the ideas of Rogers. 
Swildens (op.cit. p.242) wrote: "at that time, the staff of the Van 
der Hoeven Kliniek (...) regarded the advantage of diversity to be 
more inportant than the risk of confusion. Subsequently, the Van der 
Hoeven Kliniek became a center of energy spilling over to other 
places" (meant is: spreading the Rogenan conceptions, JF ). In this 
connection, Swildens mentions the contributions of U.J. Berger and E. 
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van der Schoot (at the time respectively chaplain and minister to the 
clinic). Rumke (1957, p.43) points out that in Rogers' work the term 
phenomenology cannot be found, but that Rogers' ideas are unmistakably 
phenomenological. 
From the 'sixties, conceptions derived from general systems theory, 
have played a role. They deal with the view that it is important, not 
only to focus on the patient, but also on his environment. The milieu 
in which he grew up, provided and provides him with values which 
people exchange when living with each other. This focus does not have 
to be limited to the nuclear family of the patient, but also to the 
"extended" family: grandparents, uncles and aunts who, with their 
influence on, and expectations from, the patient's parents, have 
played an important role. They are elements of the social network of 
the patient and his family (Haley, 1971, p.4). 
Speck 4 Attneave (1971, p.312) stretch the notion of network even 
further than Haley: included are friends and neighbors (even domestic 
pets'), in short, anyone who is important to the family. The clinic 
has a similar view of a patient's social network. 
The clinic has also incorporated ideas which have their origins in 
learning theories. 
1. In the United States, evaluation research got underway in the 
'sixties (Melief, Hoekstra, Langerak, Sijben & Wevers, 1979, 
p.108). There is more emphasis on goals and results of treatment 
than on therapeutic schools and methods. When the Goal Attainment 
Scaling (GAS) by Kiresuk 4 Sherman (1968) was introduced m the 
Netherlands (Van der Hart 4 Lange, 1972), the clinic tried to 
incorporate this method during the 1973-1977 period. According to 
GAS, psychological complaints and social difficulties are broken 
down into specific and concrete problems. A behavioral and 
measurable goal is set for each problem. The patient tries to 
achieve this goal within a certain span of time. When the time has 
expired, the patient together with his care-giver makes an 
assessment of the degree to which he has achieved the goals. The 
clinic abandoned the method because there were too many 
implementing problems, but the main idea has been retained. 
2. Several forms of behavior therapy are used, such as training in 
social skills (Annual Report 1979), and "token economy" programs 
(Annual Report 1983): programs providing strict connections between 
narrowly defined behaviors and conseguences. 
The clinic has derived its values and conceptions from talented 
psychotherapists and others, who generally may be characterized by a 
practical approach to life and its tasks; one may say that the 
treatment conceptions which the clinic has adopted are rooted in what 
people call "common sense" - see the next section. 
Regarding the severe pathology of the patients it is necessary to use 
any means and methods of treatment which may be able to help them; for 
this reason the clinic cannot afford to neglect certain therapeutic 
techmgues, uhich might offer perspective and hope to some patients. 
Viewed in this light the vast series of treatment conceptions and 
methods in the clinic serves a definite purpose. 
The members of the staff each have their own arsenal of notions 
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according to their various disciplines and professions. They regularly 
take part in graduate courses, workshops and conferences. Within the 
staff there is a constant exchange and fusion of different views, in 
the common working experience. 
Organization of the clinic 
From 1974 on, the clinic has been housed in new premises in the city 
of Utrecht (250.000 inhabitants), just outside the old town center. It 
has a capacity for admitting 73 patients, of whom usually 100o are 
female. Personnel structure and physical surroundings have been 
designed in such a way that patients can be confronted with their own 
and each other's behavior in a rich variety of situations. An 
experience of 1954, when institutions in Great Britain and France were 
visited, was the emphasis put on the necessity of countering 
regression, which is always somewhat inherent to institutional life 
(Hut, 1954, p.107-114). 
The clinic has 150 staff members, an equal number of men and women in 
virtually every position. (This should be kept in mind, as I have 
generally used "he", and avoided any "he/she" indications in this 
study). According to views acquired in Great Britain in 1954, the 
staff is extensive and well-educated. All staff members are 
professional people; there are no aides or students, only a few 
trainees, now and then. 
A third of the staff are group leaders working in shifts in nine 
patient groups, each group consisting of six to ten patients. About 
half of the remaining staff are directly involved in treatment: as 
treatment supervisor, teacher, minister or priest, psychotherapist, 
coordinator, in the nightshift, in the residential "clinic" for 
general medicine, etcetera. A number of teachers and psychotherapists 
are part time staff. There are staff involved in administration, 
maintenance, education and training, research, public relations, 
general checking, and so on. Initially, there had been one director, 
the psychiatrist A.M. Roosenburg; since 197Θ there have been two: a 
psychiatrist and an economist. 
In 1954, Main of the Cassel Hospital in Richmond, Rees of the 
Warlingham Hospital (both in Great Britain), and others, stressed the 
importance of collaboration among patients, and between patients and 
staff. In the clinic, collaboration between patients and staff is 
organized in several consultative committees such as the Clinic 
Council ("Klimekraad") and others. The Clinic Council consists of 
representatives of all patients' groups and of group leaders coordin­
ating these groups; meetings are chaired by a general coordinator 
belonging to a team of coordinating group leaders, who are exempted 
for general tasks concerning the clinic. The Clinic Council meets 
several times a week, also during weekends. During crises it is 
customary to mobilize the Clinic Council. The idea of weekly community 
meetings for patients and staff, which have been held from the 
beginning, came from Maxwell Jones, Great Britain (1952). 
The organizational structure of the clinic is shaped like a very wide 
and almost flat pyramid. Blau (1978) came up with the concept "lattice 
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structure", "lattice of interaction". She refers in this connection to 
a psychiatric children's hospital in New York where three structures 
are interwoven: the administrative structure, the child care structure 
and the clinical structure. In this hospital, task forces and 
conmittees are operating through these structures, there is super-
visory interaction between staff members, there are multidisciplinary 
teams, etcetera. Coniniumcation and decision lines form horizontal, 
vertical and diagonal patterns. Moreover, communication takes place in 
two directions, along all these lines. In such a hospital almost all 
staff members occupy multiple status positions, which are connected 
with multiple and various roles: someone can simultaneously be a 
psychotherapist for certain children, a member of a ward team, a 
coordinator of the sports committee, and a supervisor for a trainee 
psychiatrist. In this way all staff sectors "are confounded and inter-
penetrate one another" (ibid. p.4); there are "multiple cross-cutting 
role relations" (ibid.). Blau argues (ibid. p.6), "These networks of 
social exchange, reciprocity, and indebtedness serve to strengthen 
bonds of social integration", which in its turn serves the interest of 
"the whole kid" (ibid. p.7), each unique individual child. Blau 
stresses (ibid. p.7) that, in order to make the lattice structure 
effective, a clinic opting for this type of structure should 
legitimize specialized competence and techniques "with a value system 
that is rooted in common sense and that is highly pragmatic and 
concrete". 
The complex lattice structure is an important device for treatment of 
severely disturbed patients. Particularly when dealing with people who 
suffer from contact disorders, it is crucial to create conditions for 
personal contact, which are maximally oriented towards the individual 
patient's interests. In comparison, the flat pyramd structure of the 
Dr. H. van der Hoeven Kliniek can also be viewed as a lattice 
structure. By its organization, the clinic can supply the many various 
roles needed for necessarily varied treatment contacts. For personal 
contact and treatment, distinction between high and low status 
positions is irrelevant, and because of irrelevancy it is harmful. In 
the Dr. H. van der Hoeven Kliniek too the view is that staff as a 
whole, as well as individual staff members, should focus on the 
interests of each individual patient. 
From 1955 on all co-workers together have been called "the staff". 
This is rather unusual in residential mental health care in the 
Netherlands, but in the clinic it is done on purpose. Of course, to 
every staff member particular occupational tasks are allotted, but 
every staff member (as well as every patient) is also expected, 
according his capacities, to share in common responsibility for the 
clinic, especially concerning patients, treatment and security. 
Every workday a staff meeting takes place, chaired by a general 
coordinating group leader who has assembled the items for the agenda. 
All staff members may attend these meetings. Many of them are 
specifically expected, in view of their function or of the items to be 
discussed, to attend or to be represented by a team colleague. 
Usually, between twenty and forty people are present; sometimes more. 
It is worth noting that the reasons which led the clinic in 1955 to 
its choice of organizational structure, have not been positively 
documented (Feldbrugge, 1978, p.33), although their roots may be 
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traced in the experiences of the British study tour in 1954. 
The organization of the staff enables them to approach patients, as 
well as to keep distance. 
Group leaders participate intensively and extensively in the daily 
life of patients, and have ample opportunities for close personal 
contacts. Their training, experience and team collaboration allows 
them to approach patients but also to maintain the distance needed for 
reflection on the contact. Each patient group has a team of four group 
leaders. Group leaders are nurses, social workers, behavioral 
scientists, and people with a similar level of education. 
The "supervisor of the treatment plan" (hereafter: "the supervisor"), 
belongs to two teams. The supervisor is a behavioral scientist or a 
social worker; each supervisor has worked for some time as a group 
leader. He is somewhat removed from direct contact with the patients. 
The supervisor's task is to survey each individual treatment plan and 
its progress, and thus to support the group leaders who are involved 
with patients for most of the day and run the risk of losing sight of 
the larger picture. 
Two teams together have, apart from the supervisor, a coordinating 
group leader, and a social worker for relationships with family and 
other outside relatives and friends of the patient. Sometimes the 
supervisor and the staff member for outside contacts are the same 
person. 
The treatment team of a patient consists of the group leaders of one 
group, the supervisor, the social worker for outside contacts, and the 
coordinating group leader. 
Two specialists in group dynamics take care of group dynamics in 
patient groups and treatment teams, and also of interactions between 
patient groups and treatment teams. 
The collective staff to which the treatment teams belong is even 
further renoved from direct contact with individual patients. This 
distance is not only a prerequisite for treatment, but also needed for 
keeping the treatment climate sufficiently safe. If among staff and 
patients anxiety, including physical anxiety, becomes too strong, 
patients cannot be treated and staff cannot do their work. It is not 
unusual for the clinic to have to cope with severe anxiety, as will be 
discussed in the present study. In such cases, the collective staff 
can try to restore a sense of security, because of their distance. 
At the same time the collective staff too have opportunities for close 
contacts with patients: many staff members who are not members of 
treatment teams (for instance, psychotherapists or teachers) have 
personal contacts with patients. Moreover, there exist intensive 
communication systems, not in the last place through institutionalized 
collaboration with the patient community. All these contacts 
presumably are facilitated by the persistent habit of the staff to 
avoid professional language and to discuss everything in plain Dutch. 
Teachers are in charge of education, development and training, 
regarding schooling, work, job-training, sports, expressive and 
performing arts. Teachings such as given by them may be useful and 
necessary also in any normal process of human development. That is why 
the term teacher, rather than therapist, is preferred, or as 
Roosenburg (Cossee-Buys e s . , op.cit., p.22) argues, "The word therapy 
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evokes an idea of illness, and we have preferred to use words related 
to a learning situation. Maybe catching up, but learning. Not sticking 
the label 'therapy' on everything, and then piously wait and see 
whether people get cured". 
Individual psychotherapy in the strict and usual sense is administered 
by five outside psychotherapists who are not connected with the staff 
but work under contract. This form of psychotherapy is not a part of 
the present study. 
There are four psychotherapists among the staff. One of them (in the 
present study to be called senior psychotherapist) has been connected 
with the clinic since 1955. The other three, among them one 
psychiatrist, have been employed for several years. A notable 
difference between contract and staff psychotherapists is that the 
latter participate in daily decision procedures, concerning also their 
own patients; if need be, they may cautiously use information obtained 
by psychotherapeutical relationships. Staff psychotherapists also lead 
group psychotherapies. 
Interviews with staff psychotherapists may provide an opportunity for 
patients to get acquainted with and prepare themselves for regular 
psychotherapy with an outside psychotherapist, as usual in outside 
society. However, in view of early developed disorders, some patients 
derive пюге profit from psychotherapy with a psychotherapist belonging 
to the staff who is daily involved with them, than from treatment by 
an "unconnected" outside psychotherapist (Annual Report 1983). 
From the beginning, researchers have been full-time connected with the 
clinic, they are regular staff members like others. The importance of 
research had been stressed by Maxwell Jones, among others, to whose 
staff belonged the sociologist Rapoport (196G) with several other 
researchers. On the basis of his experience as a sociological 
researcher with the clinic from 1955 until 196Θ, J.L. Jessen 
(1929-1973), wrote a dissertation (196Θ) on "unauthorized absence". 
His research had a substantial impact on governmental policy in the 
Netherlands with regard to patients who are absent without permission. 
In support of having researchers within the staff, Baan (1955a, p.140) 
argued: "One of the most important problems we, and probably other 
institutions too, shall have is that through careful research we shall 
continually have to ask ourselves if the structure of our institution 
makes people more ill, keeps them ill or, indeed, provides a 
beneficial climate for therapeutical activities, which may catalyze 
the potencial of patients to get cured. We have been taught by Stanton 
4 Schwartz' study The Mental Hospital, as well as by our daily 
experiences, in how many cases problems and insecurity among staff 
will have serious repercussions for the whole community". 
The clinic aims at research which is beneficial for treatment, "to 
improve the basis of the treatment processes" (Niemantsverdnet 4 Van 
der Plaats, 1981, p.22). 
In the present study attention is given to only two organizational 
units within the clinic: the treatment team of the individual patient 
and the collective staff when together in a smaller or a larger 
setting. This choice has been made to keep the research design as 
simple and clear as possible. A further explanation of this choice 
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will be given in chapter III. 
As mentioned before, members of treatment teams are also members of 
the collective staff. That is the reason why in this study they are 
usually called staff members. Only where inevitable, a distinction 
will be made between "the team" or "team members", and "the staff". 
1.3.2. The individual treatment plan 
Baan (1955a, p.122) stipulated that the treatment program of the 
clinic had to be implemented in individual treatment plans. Of such 
plans he mentioned three aspects: 
1. Diagnosis. An individualized treatment plan takes into account "the 
very personal and typical character" of the patient. This requires 
an analysis of his life with others, i.e. an inventory assessing 
what strenghts and shortcomings the patient shows in which areas, 
by: 
- an analysis of earlier reports; 
- carefully getting acquainted with the patient and starting the 
treatment; this was emphasized by Sivadon, visited in 1954; 
- an analysis of the treatment progress. 
2. Therapy. After assessment and evaluation, the patient should be 
offered opportunities to mature and resolve his feelings of guilt. 
3. Coping with risks. In this context Baan used the metaphor of the 
scab on the unhealed wound as a "mask of sanity" (see Cleckley, 
section 1.2.1. before), to disguise an illness that is too painful 
to endure. Baan warned that treatment had to take place cautiously 
and what reactions could be expected as a result of these pains: 
- of the patients: psychosomatic complaints, mental désintégration, 
agression or escape. 
- of the staff: getting tangled up in emotional and other 
involvements, by overrating a certain contact with the patient 
and underrating dangers. 
Setting up an individual treatment plan is a procedure in which 
treatment goals are set together with the patient. This is less simple 
than is usually suggested. The clinic's conception of the individual 
treatment plan is best expressed in an American booklet by Brands 
(1977, p.9): "Treatment planning is a process which starts at the time 
a patient is admitted and continues through discharge and follow-up, 
with ongoing review, assessment and modification of the plan and the 
goals that it establishes". 
Brands considers collaboration with the patient essential for a 
treatment plan. The clinic shares this view, be it with certain 
restrictions. In general, even before the patient is admitted into the 
clinic, an individual treatment plan will be discussed with him. 
Discussions of the plan are continued in monthly or sometimes weekly 
recurring evaluations. However, it may happen that a patient initially 
refuses to discuss a treatment plan. Waiting until they are willing to 
participate can be justified with some patients. But, if a patient 
manifests behavior which is too detrimental for others, it is not 
possible to wait and refrain from intervening until he comes around. 
In such a case the staff has to set up a preliminary treatment plan 
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for the patient, which means telling him what the staff expects him to 
do, until he at least will cooperate. 
An "individualized comprehensive treatment plan" (Brands, op.cit., 
p.15) consists of treatment goals expressed in terms of measurable 
behavior. It also defines who will do what, when, and how, because 
only then assessment will be possible if goals are achieved (cp. 
Schnabel, op.cit., p.219). 
A comprehensive treatment plan consists of more than only measurable 
goals. It does not completely coincide with such goals, in so far as 
it may not be possible to express these goals exactly. A goal to 
improve one's social functioning is different from a goal to be 
capable of A "by means of therapy X, with Y frequency in Ζ time" 
(Schnabel, ibid.) If in mental health care treatment goals are 
strictly operationalized in measurable terms, then the goals 
themselves will be reduced inevitably. "To improve social functioning" 
is an unspecific, wide, diffuse goal. "To be capable of A" is a 
specific, strictly defined goal. 
The degree to which treatment goals can be operationalized is related 
to the difference between unifocal, and multifocal or nonfocal therapy 
(Ursano 4 Dressier, 1974, p.170). Unifocal therapy focuses on one 
problem which can be dissected out. In dealing with one clear-cut 
problem, it may be feasible to achieve a narrowly set goal through 
strictly defined activities, performed within an agreed upon time 
span. Multifocal or nonfocal therapy focuses on complaints originating 
from and founded on complex and intertwined problems; as a matter of 
fact, they often relate to more severe forms of pathology. Patients 
are not admitted into the clinic because of easily definable problems 
which might lead to setting simple and specific treatment goals. It is 
always a matter of complex problems. 
In treating patients the clinic aims at promoting rehabilitation with 
fewer risks for the community than before (Annual Report 1982). The 
clinic has set four general criteria for testing the attainment of 
individual treatment goals. 
1. A patient must have developed a certain insight in his personal 
motives for committing his criminal offense(s). 
2. In interaction with his social network he must have developed 
alternatives to his previous and dangerous behavior. This also 
leads to the question whether he is capable of adequately asking 
for help and using it. 
3. He must have developed mutually satisfying contacts with his social 
network, contacts which contribute to the development of a personal 
environment. 
4. There must be sufficient reason to expect that these developments 
will continue extramurally, and that in case of problems and 
conflicts the patient will be able to cope by recognizing them, 
which is a prequisite for asking for assistance. 
Schnabel (op.cit., p.229) points out that it is difficult to 
operationalize treatment goals in measurable behavior, as difficult as 
establishing criteria to test this behavior against. In each 
individual treatment plan the clinic has to solve problems of setting 
operational goals regarding insight, behavior and personal contacts, 
and of testing the results against individually set criteria. 
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If development of generally usable yardsticks for treatment effects is 
regarded as useful, it is impossible to do without a certain knowledge 
of (elements of) individual treatment processes and individual 
treatment results. Until now many studies seem to search for, or to 
deal with, only statistical data on categories of patients or results 
of treatment, without knowing what is really effective in individual 
treatment processes. This, for instance, has been the case in studies 
of Hare 4 Schalling (1978), in which categories of patients are 
compared. Sometimes they are compared before and after treatment, and 
then it is assumed that eventual differences have been caused by 
treatment, without sufficiently excluding other factors which might 
explain differences. 
Treatment is applied to and experienced by individual persons. In many 
quantitative studies in psychopathy, a weak spot is the neglect of the 
individual person. Individual application and experience of treatment 
function as links between general provisions and collective results. 
This requires research into the effect of treatment on individuals. 
Without studying the links of individual application and experience, 
it is impossible to increase insight into processes and effects of 
treatment. In studying treatment of individual patients, one cannot do 
without interpretative methods of research. 
Finally, some comments have to be made on the use of the notion of 
treatment plan. In the Dutch community concepts such as "involuntary 
admission", "psychotherapy", and a fortiori "residential treatment 
within a controlled setting", are heavily loaded in terms of emotion. 
During the years of the present study and its report (1979-1985) many 
public discussions of these concepts took place. The main theme was 
the moral and legal duty of those responsible for administering 
treatment to publicly account. The Van Dijk Committee (1980, p.49, see 
note 6) recommended in its report that every mental patient is 
entitled to a treatment plan. The Verhagen Committee (1980, p.35, see 
note 7) stated in its final report that the psychotherapist was bound 
to set up a treatment plan for his client or patient. In these reports 
a treatment plan is seen mainly as an explanation in which the person 
who is administering treatment justifies his methods to the patient, 
himself and others. The treatment plan is considered a requirement for 
treatment and a right of the patient. Berghmans (1984, p.410) refers 
to the licensing of mental hospitals in this respect. Licensing 
procedures stipulate that "a treatment plan is set up in collaboration 
with the patient". The purpose of this is that character and goal of 
the hospital stay are determined. 
The Second Chamber of the Dutch States General (the equivalent of the 
British House of Commons), passed a bill regarding Special Admittance 
to Mental Hospitals (B.O.P.Z.), in 1983. This proposal (which does not 
yet have the status of law; Hubben, 1984, p.29 etc.) includes the 
concept of treatment plan, "a goal or a set of goals, and agreements 
on how to achieve this goal, set up by the patient and the persons who 
shall treat him" (ibid. p.34). Hubben (ibid. p.174) continues: "This 
treatment plan which is the basis of psychotherapy, should be 
discussed with the patient" (ibid. p.174 — see also note 8). 
According to these studies and in line with recent social 
developments, the duty to set up a treatment plan for a mental patient 
and the right of a patient to such a plan, has generally been accepted 
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in the Netherlands. These studies, however, do not refer to problems 
involved in making such individual treatment plans, as they have been 
discussed in this chapter. Besides, there seems to be a general 
tendency to emphasize the professional's accountability for the 
treatment plan and to de-emphasize the patient's responsibility for 
his own treatment. This may easily and erroneously lead to the 
suggestion that professionals are capable of "curing" a patient, even 
without the latter's collaboration. 
Stating the problem for this study 
From 1955 on, staff members have published about treatment conceptions 
and methods, and about the organization of the clinic, in articles and 
annual reports. In short: about the clinic as a treatment program. In 
contrast, the clinic has never systematically put down in writing the 
implementation of its program in individual treatment plans. Jessen 
(1967, p.93) too writes about "clear cut individual treatment 
programs", without any further explanation. 
This leads me to state the problem for the present study in the 
following manner: 
In which way are the overall treatment conceptions and methods of the 
clinic related to the individualized treatment plan9 In other words: 
in which way does the clinic apply its treatment conceptions and 
methods in the design and the execution of individual, "tailor-made" 
treatment plans9 
I.A. Outline for the report on this study 
In view of the clinic's conceptions and organization, interaction 
between an individual patient, his treatment team and staff, is an 
important treatment element. For this reason theoretical conceptions 
concerning treatment interaction are discussed in Chapter II. 
Study of such interaction requires an interpretative method of 
research. In Chapter III, historical and philosophical backgrounds and 
values of such interpretative methods are discussed, and this is 
followed by a discussion of the application of interpretative methods 
in this study. 
Chapter IV contains the results of the present study: findings on 
interaction between patient, treatment team and staff. 
In Chapter V, these findings are placed within the framework of the 
conceptions of the clinic as discussed in Chapter I and the 
theoretical conceptions of Chapter II. A discussion of new theoretical 
viewpoints produced by the findings follows. Finally, the use of an 
interpretative method of research is considered in retrospect. 
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II 
THE THEORETICAL FRAMEWORK 
Treatment in the clinic, to a great extent, takes place in interaction 
between patient and staff. In the present study interaction is to be 
conceived as social interaction: interaction between persons. 
According to Riecken and Homans (1954, p.794): "When one member's unit 
of activity, however measured, acts as stimulus for another member's 
unit of activity, then the two have interacted". Thus, the concept of 
interaction is used in a general and broad sense: if someone behaving 
in whatever way, incites someone else to behave in whatever way, then 
these two persons have interacted; something took place which may be 
called a unit of interaction. (See note 9). In the present study 
interaction stands for interaction processes: chains of interaction 
units in which persons influence each other's behavior; these 
processes take place over time. 
The treatment setting of the clinic may be conceived in terms of 
interaction. As a result of a court decision a patient has been 
admitted into the clinic because, in interaction processes with other 
people, he has committed serious criminal offenses. The court will 
have based its decision on the assumption that the patient is not 
sufficiently able or unable to change his part in these interaction 
processes, and it regards repetition of crimes as too high a risk 
until the patient becomes better equipped for living in the community. 
Stated in terms of interaction, the court decides that a treatment 
staff should interact with the patient and take an active part in the 
process of change. 
A patient with pathologically repetitive behavior will repeat his 
behavior also in interactions with a therapist or a treatment staff. 
This means, according to transference and countertransference theories 
(section 1, this chapter), that the patient's stereotypic appeal to 
his interaction partner will provoke the latter to a stereotypic 
reaction, in other words provoke him to repeat the interaction. The 
therapist who experiences such interaction and observes its elements 
of repetition, will often be able to utilize it effectively. For 
patients who are unable to profit from psychotherapy or from a 
psychotherapeutic community, a controlled psychotherapeutic 
environment has to provide a structure that allows change in 
repetitive interactions. 
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In daily interactions with patients, the staff experience interaction 
repetition all the time. When interaction repetition manifests itself, 
the staff may eventually understand its function to the patient and 
find an alternative way of dealing with his behavior. 
In the present study of individual treatment plans obvious interaction 
repetitions have appeared to be an important phenomenon. The 
fundamental character of these interaction repetitions leads to the 
assumption that they refer to essential processes in treatment. This 
assumption is based on certain theoretical conceptions about phenomena 
of (interaction) repetition, which are rooted in psychoanalytical 
theories. It is also based on treatment significance which the staff 
attributes to phenomena of repetition. 
In this chapter some familiar conceptions about repetition (section 
1), as well as the clinic's conceptions (section 2), are presented. An 
operational definition is given of the concept of interaction 
repetition as used in the present study. The definition allows 
specification of the stated problem into two research questions 
(section 3). 
II.1. Conceptions about repetition of interaction in the literature 
Very little has been written about types of residential psychotherapy 
which are based on interaction between a patient and a controlled 
therapeutic environment, such as is indispensable for patients who do 
not voluntarily seek treatment. The relevant literature mainly refers 
to: 
a. treatment of mental disorders with less severe symptoms not needing 
residential treatment, at least not in a setting of involuntary 
admission; 
b. involuntary residential psychotherapeutic treatment of children. 
Even in cases of severe pathology the normal distance between child 
and adult is maintained in the therapeutic relationship; a distance 
that is non-existent in treatment of an adult patient. 
The concept of interaction repetition is not only known in 
conventional dyadic psychotherapy but has also been incorporated in 
the literature about residential psychotherapy. In 1910 Freud 
developed the concept of countertransference. This concept is also 
used in conventional dyadic psychotherapy, as well as in residential 
psychotherapy. Manipulation of countertransference may be conceived as 
playing with roles. Violent reactions in staff members which may 
evolve from countertransference are, in view of their intensity, 
discussed separately. 
II.1.1. Repetition of interaction and residential psychotherapy 
In the literature on deviance of mental patients two opposed 
sociological perspectives are expressed (Uander Zanden, 1965/1979, 
p.209). The perspective of "labeling theory", developed by 
sociologists such as Becker (1963) and Scheff (1966, 1968) is on one 
side. It states in short, that deviance only exists because certain 
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persons fix a label "deviant" to other persons. From a different 
perspective, other sociologists criticize labeling theories (Gove, 
1975, 1976; Well ford, 1975). They do not completely reject them, but 
argue that it is in the first place the behavior or the condition of 
individuals which determines whether they are labeled "deviant". In 
most cases of mental illness patients are "suffering from a serious 
disturbance deriving from internal psychological or metabolic 
malfunctioning" (Vander Zanden, ibid. p.210, italics added by V.Z.). 
In other words, the question is whether persons receive a label 
"patient" or "psychopath" mainly because society apparently cannot do 
without "deviants". According to labeling theory a society can 
increase its coherence by stating who does or does not belong to it, 
and by attributing a label "deviant" to the latter category. According 
to this train of thought one could explain, for instance, that in 
modern uestern society some persons are given label Ρ (for "patient" 
or "psychopath"), while a different society night attribute label Q 
(for instance for: "capitalistic parasite", "communist", or "witch", 
etcetera). This is the essence of labeling theories. 
On the other hand, the question may be asked whether certain patients 
have an insufficiently developed "generalized other" (see Chapter 
III.1.1.) which hampers adaptation to just any society. In this view, 
attributing labels such as "deviant" or "patient" or "psychopath" is 
mainly a consequence of the manifestation of a mental disorder from 
which an individual is suffering. 
Labeling theories are mentioned here only for the sake of demarcation 
and completeness. They are not prominent to the staff of the clinic 
and because of this they are not relevant for the present study. 
People who adhere to such theoretical conceptions would not normally 
look for a job in the clinic with its conceptions about pathology and 
treatment. 
Following the critics of labeling theories one might say: it is not 
only important how a person is perceived by other persons but also how 
he perceives himself in relation to others. The same goes for persons 
who are labeled "deviant". The term "self" is used here in G.H. Mead's 
sense (1934), who argues that an individual develops an ability "to 
take the attitude of the group to which he belongs, then to come back 
upon himself, stimulate himself as he stimulates others, talk to 
himself in terms of his community and lay upon himself the 
responsibilities that go with community life" (Pfuetze, 1961, p.78). 
In human development, predisposition cooperates with outside 
influences. People develop a "self", an identity, in interaction with 
others, mainly with their parents or parental figures. In such 
interaction a pattern develops, according to Freud (1912a, p.364) "ein 
Klischee" (a stereotype), which is based on mutual expectations. Such 
expectations have developed from the experience of previous inter­
actions. In actual interaction people anticipate these expectations, 
they behave accordingly and thus reinforce the pattern. 
If development of identity is attended by too many disturbing factors, 
then the perception a person has of himself, his self-perception, his 
idea of identity, will remain unmtegrated and loose. Occurrence of 
disorders in identity development is simultaneous with a pattern of 
disorders in interaction with other persons. In turn, disordered 
interaction reinforces expectations that led to previous disorders, so 
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again such expectations contribute to disordered interaction, 
repeating itself. 
Society demands consistency in a person's identity because in a 
complex society people have to fulfil a great number of various roles. 
For someone whose identity has been poorly developed, the demsnds in a 
given situation can be too high. Inevitably this will lead to 
repetition of disordered interaction patterns. Compulsive and stereo-
typically inadequate social behavior which is repetitive despite 
sanctions, is called psychopathy. 
Freud has been the first who "took the view that people, in their 
later adult relationships to others, repeated (often in a very 
disguised way) their infantile attachments and conflicts" (Sandler, 
Dare A Holder, 1973, p.17). Freud (1909, p.54) has called this 
phenomenon transference. In Freud's words (1920, p.17) the patient 
"ist (...) genötigt das Verdrängte als gegenwartiges Erlebnis zu 
wiederholen, anstatt es. wie der Arzt es lieber sähe, als ein Stuck 
der Vergangenheit zu erinnern". Sandler's translation is: " (...) 
obliged to repeat the repressed material as a contemporary experience 
instead of, as the physician would prefer to see, remembering it as 
something belonging to the past" (italics added by Freud). In many 
patients examined by Baan (1955a, p. 121), he noticed "the compulsion, 
the repetition correlated with the lack of feeling of freedom". This 
may be expressed even in the stereotypic way in which a patient keeps 
committing crimes, so that the police is sometimes able to identify 
the offender by the characteristics of the offense. 
A therapist looks for contact with his patient with the purpose of 
understanding him (Lakovics, 1983, p.247). Such a search for contact 
stimulates a therapist to put himself in the shoes of a patient and 
experience his world; in other words, a therapist tries to identify 
with a patient. If the patient responds to the approach, mutual 
identification between patient and therapist will take place. 
Identification is the basis on which transference may be developed: a 
patient will repeat his unsolved ties and conflicts in his 
relationship with his therapist. Because in actual interaction the 
patient will carry over to the therapist his expectations from other 
people, the repetition is realized (Freud, 1912a., p.366). The 
therapist should not respond stereotypically to these expectations. In 
this context, Beier (1967, p.31) refers to an "a-social" response of 
the therapist to the patient's behavior; the therapist refuses to get 
manoeuvered into a role which the patient is familiar with and wants 
to force upon the therapist. In this conception, psychotherapy 
consists of actualizing repetition in such a way, that it can be 
manipulated and thus changed (Freud, ibid., p.374). 
For patients who have been admitted to a mental hospital, for 
residential psychotherapy, treatment interaction and its repetition 
are not limited to a dyadic relationship between patient and 
therapist. They may also take place between patient and treatment 
team, or patient and hospital. Freud (ibid. p.366) has already 
explained that within institutions forms of transference may be 
observed which are very intensive, undignified and similar to serfdom. 
According to Freud transference may manifest itself as hospital-
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ization: a patient does not want to reenter society, and often a 
institution reinforces transference by keeping the patient within its 
walls. Negative transference may happen if a patient stops treatment 
and leaves with unchanged complaints. Such forms of transference lead 
to treatment stagnation. Numerous authors have pointed to various 
factors which highlight the significance of the relationship between 
patient and staff in a therapeutic perspective. 
In their famous study The Mental Hospital, Stanton 4 Schwartz (1954) 
have given much attention to certain treatment stagnations which are 
reinforced by interactions between one patient and at least two staff 
members. In such stagnations a patient is involved in a triangular 
relationship with staff members which perpetuates his pattern of 
behavior and interaction. 
Baan (1955a, p.122) has emphasized the necessity of a "good, multi-
disciplinary, expert, scientifically well-trained, and flexible staff, 
especially because a bad institution with a bad staff can be an 
important condition for recidivism". 
Kobler 4 Stotland (1964) have found that the attitude of a mental 
hospital staff toward suicidal patients contributes to the decision of 
a patient whether to commit suicide or not. 
Blankstein (1971) has discovered that boys with mental disorders who 
were admitted to a treatment center, used to repeat with personnel 
certain disturbed interactions which they had at home with their 
parents. 
Mentzos (1976), in his study on what he calls interpersonal and 
institutional defense which also applies to the patient — mental 
hospital relationship, discusses the functions of "interaction 
constellations" — habitual patterns of interaction between a patient 
and an institution as a whole. 
Marty's (1979) experience is that the patient influences the behavior 
of a treatment team and staff, whose reactions, in turn, influence the 
behavior of the patient. 
Lomas (1979) advocates a better study of the relationship of trans-
ference and countertransference between the patient and the entire 
institution. 
Berkouwer (1981) concludes that staff members of a mental hospital 
react to a patient either in a growth stimulating, or in a failure and 
repetition inducing way. 
Current literature regards a staff and also a collective institution 
(including its patients), as therapist (cf. Rapoport, 1960: Community 
as Doctor); or rather as collective "therapeutic actor". In respect of 
transference, what is important to the individual therapist is also 
important to the entire staff. 
II.1.2. Countertransference and treatment 
Since Freud in 1910 developed the concept of countertransference, it 
was for a long time seen as a phenomenon detrimental to treatment. In 
1957 Racker explained that countertransference may be of positive 
value for treatment, provided the psychotherapist handles it systemat-
ically. Such handling makes high demands on the psychotherapist, 
because countertransference experiences can be very violent. 
33 
Countertransference, and roles which may be developed from it, may 
also be utilized by treatment teams. In residential psychotherapy 
countertransference also influences therapeutic relationships. 
Risks of harm through countertransference 
Freud (1910, p.108) noticed that in a therapist countertransference 
can develop as a result of influences by a patient on the unconscious 
(see note 10) of the therapist. In a therapist as well as in a patient 
unconscious experiences have an impact on interaction. To make 
treatment possible, there should not be any resistance on the part of 
the therapist which would prevent him from being aware of his 
unconscious experiences. In such case a therapist would unconsciously 
introduce into the psychoanalytic situation a distortion of his own 
observations, which would be an interfering factor in the relationship 
between the patient and himself. This could cause more harm than 
whatever comments a psychoanalyst would make to a patient from his 
conscious level of observation (Freud, 1912b, p.382). In doing so the 
therapist would develop a countertransference in response to the 
transference of the patient. 
Racker (ibid. p.127) mentions a series of authors who conceive 
countertransference as an obstacle to the correct understanding and 
interpreting of what the patient manifests verbally and behaviorally, 
and who therefore see it as a danger to treatment. 
Although Baan (1955a, p.136) does not mention phenomena of counter-
transference in so many words, he is obviously familiar with them. In 
the clinic's first Annual Report he argues that "despite the warnings 
and information given to social workers and nurses through courses, 
group discussions, counseling, etcetera, (...) someone would 
occasionally become emotionally involved, which was detrimental to the 
staff member himself but also to the patient". Baan adds that, if the 
staff member in question could bring himself to discuss such 
complications, he would usually benefit from it and end up better 
equipped for the job. 
Values of countertransference 
Racker (op.cit. p.130) states that countertransference, since its 
discovery by Freud (1910), has been almost completely ignored over the 
next forty years. It has only recently re-emerged as a subject of 
discussion. This neglect can only be "due to rejection by psycho-
analysts of their own countertransferences", which means that psycho-
analysts sometimes distort and reject reality, as Freud already had 
stated. 
According to Racker (ibid. p.132), distortion of reality may occur in 
two forms. "The first distortion of truth in 'the myth of the analytic 
situation' is that analysis is an interaction between a sick person 
and a healthy one. The truth is that it is an interaction between two 
personalities, in both of which the ego is under pressure from the id, 
the superego, and the external world", albeit with differences. 
Secondly, the analyst may distort reality by his attitudes towards his 
"objectivity". He may try to be objective by obsessively blocking his 
subjectivity, and thus apparently fulfilling the myth of the "analyst 
without anxiety or anger"; or he may droun in the countertransference. 
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Racker (ibid.) continues: "True objectivity is based upon a form of 
internal division that enables the analyst to subject himself to 
continuous observation and analysis". Then the analyst may be 
relatively 'objective' towards his analysand. 
Racker (ibid. p.133) points out that for some, among them Freud (and 
perhaps also Baan, 1955a, p.136), the concept of countertransference 
is relevant only to what is underdeveloped and infantile in the 
relationship betueen a therapist and his patient. Conversely, Racker 
and others prefer to use the concept in a wider sense, including 
everything "that arises in the analyst as psychological response to 
the analysand". However, anything which may happen in any human 
interaction may also happen in psychoanalytical interaction. In such 
case the concept of countertransference is of very little relevance 
(ibid. p.134). This is why, in respect of the concept of counter-
transference, Racker proposes to focus on the intentions of the 
analyst which pertain to the psychoanalytic situation: to his 
intention to understand what is happening in the patient. 
Packer's wider conception of countertransference nay be explained as 
follows. The therapist examines to which degree his own experience 
mirrors what is happening in the patient. He tries to identify his ego 
with the ego of the patient, his id with the patient's id, his 
superego with the superego of the patient. Racker (ibid.) calls this 
concordant (or homologous) identifications (italics added by Racker). 
These concordant identifications are based "on the resonance of the 
exterior in the interior, on recognition of what belongs to another as 
one's own ('this part of you is I') and on the equation of what is 
one's own with what belongs to another ('this part of me is you')". 
In complementary identifications (italics added by JF) the processes 
are similar. The patient relates towards the therapist as towards an 
internal representation of an object which he rejects and projects on 
the therapist. The therapist will feel treated as the patient's object 
and identify with it. 
A patient may reject the therapist because he is rejecting about 
everybody; or because he wants to make contact with somebody but not 
with the therapist. This making or rejecting of contacts may be a 
repetition of previous family interactions: either, contact between 
the patients and his parents has never developed; or, some contact may 
perhaps have developed between the patient and his mother, from which 
the father has been excluded. In such case the therapist may 
experience what the parents or the patient's father have felt, and 
identify with persons who have been rejected by the patient. 
Racker concludes that the concept of countertransference is usually 
limited to complementary identification. He prefers the wider use of 
the concept, if only, because concordant and complementary 
identifications of the therapist are so closely intertwined. A 
therapist constantly has to observe his oun countertransference 
reactions. "If the analyst is unaware of theçe (countertransference) 
reactions, there is danger that the patient will have to repeat, in 
his transference experience, the vicious circle brought about by the 
projection and introjection of 'bad objects' (in reality neurotic 
ones) and the consequent pathological anxieties and defences" (ibid. 
p.138). In other words, the therapist will then reinforce the 
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patient's stereotypic interactions with others, in which case the 
patient can hardly avoid repeating the vicious circle of his 
pathology. 
Countertransference especially occurs according to the lex talionis, 
an eye for an eye, and a tooth for a tooth. To illustrate: a patient 
may avoid a problem and digress in what he is saying. The therapist 
loses his attention and feels inclined not to listen anymore, or 
actually stops listening. One could say that, by longing to stop 
listening or by not listening anymore, the therapist takes revenge on 
the patient's digression. 
It is important, however, to mark the distinction made by Racker 
(ibid. p.142) between countertransference thoughts and countertrans-
ference positions. A therapist may be consciously experiencing 
countertransference reactions and manipulate them in the interest of 
the analysis. This concerns countertransference thoughts. He may also, 
without conscious manipulation, behave according to countertrans-
ference reactions, in which case he may be either conscious or not 
conscious of his experiences. This concerns countertransference 
positions Lakovics (1983) has elaborated Packer's ideas by 
distinguishing six types of countertransference. 
1. Concordant identification. Very useful to treatment if recognized 
by the therapist. If not, there is great risk that unconsciously he 
will be guided by the pathology of the patient. 
2. Complementary identification. If recognized by the therapist, it 
may help him understand what persons feel who have been rejected by 
the patient, and what is the nature of interaction between the 
patient and them. 
3. Interactional reactions. The therapist reacts consciously to what 
the patient is saying or doing. His reactions may be a hindrance to 
the analysis. For instance, to a patient who pamcks he may react 
by fear and self-protection, which block his understanding of the 
patient's anxiety. An alternative reaction might be to pay 
attention to his own fear, but to refrain from expressing it by his 
behavior. In his turn, the patient reacts to what the therapist 
does or refrains from doing. 
4. Life-events. The therapist may be personally preoccupied, in 
particular by extreme events, for instance the death of a relative. 
If he is unaware of the preoccupation, its impact will hamper the 
interaction with the patient. 
5. Institutional countertransference. The therapist may feel 
therapeutically impotent and unimportant towards hospitalized 
patients. He may believe that the patient is sufficiently known, 
although much information is in fact lacking. He may be frustrated 
by the patient's way of manipulating the institutional environment. 
He may see "no richness in the patient's life" (ibid. p.251). He 
may believe that the patient has a transference to the institution 
which should be managed before other treatment may take place. 
6. Classical countertransference. Finally, the therapist may be 
troubled by his own unresolved inner conflicts which interfere with 
treatment. This is the concept of countertransference as described 
by Freud. 
Thus, various types of countertransference may be distinguished. If a 
therapist systematically manipulates his countertransference thoughts, 
countertransference may be used to the advantage of diagnosis and 
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treatment. Conversely, the acting-out of countertransference and the 
taking of a countertransference position is therapeutically 
detrimental. 
To distinguish between countertransference thoughts and positions is 
an important element in the training of therapists. It runs parallel 
to the distinction between repeating and remembering by the patient 
(see Freud 1920; Sandler c.s., 1973). 
Countertransference is also important in residential psychotherapy. In 
line with the authors mentioned in section II.l.l., Lakovics points 
out that more than one person may be involved in countertransference. 
This will be discussed in the next section. 
Various expressions of countertransference 
According to the literature, experiences of countertransference may be 
very intensive. Poggi 4 Ganzarain (19Θ3, p.23) discuss a case in which 
a treatment team felt definite hate towards a female patient. The team 
were aware of their feelings, but did not understand them sufficiently 
and were unable to handle them in favor of the patient's treatment. 
The team psychiatrist felt that, with this woman, he was never doing 
enough. She used to accuse him of hostility and incompetence, in 
particular when he did not prescribe the medication she asked for. He 
even permitted her to check him on mistakes or on cheating, by looking 
up pharmacological references together with her. She made unpleasant 
jokes when a daughter was born in the psychiatrist's family. 
The psychiatrist found himself avoiding the patient, forgetting or 
shortening appointments with her, letting his thoughts wander while he 
listened to her, and behaving in an irritated and authoritarian way. 
The nurses were angry with her, mainly because of the tone of voice in 
which she used to make demands, and because she was playing them off 
against each other. But the patient also evoked feelings of guilt, 
because the nurses were aware of this patient's past deprivation. The 
activity therapists got angry because the patient not only undermined 
her own activities but also those of other patients. 
The authors discuss the environmental reactions caused by this woman's 
behavior (cf. the lex talionis as mentioned in the previous section), 
and how these reactions may be interpreted, to discover what the 
patient is struggling with. These feelings of the team, once 
understood, may be made "a part of the spoken dialogue between patient 
and staff members" (ibid. p.31). 
Staff members who are in intensive contact with patients, will get 
involved in the latters' feelings and function as a projection screen 
for them. If a patient experiences negative feelings, similar feelings 
will be evoked with the staff. In case of partly positive feelings on 
the patient's side, the staff may feel ambivalent or split (Rinsley, 
1981) or perhaps both ways. If the staff members are able to stand 
back and reflect on these feelings, they will not be carried away by 
them in their interaction with the patient. They will be able to 
continue their efforts to approach the patient and adjust the inter­
action in his favor. 
Staff members may do this by containing, processing and neutralizing 
the patient's negative feelings which he cannot tolerate himself, and 
which he therefore projects and communicates by his behavior (Poggi 4 
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Ganzarain, p.31). According to Feinsiluer (19Θ3) this containment, 
processing and neutralizing is the therapeutic way to deal with such 
feelings, in order to enable the patient to integrate them and to 
facilitate his personal growth. A treatment staff takes, as it were, 
the poison out of these feelings, it "detoxifies" the patient's 
communication before it reacts to it. 
Poggi 4 Ganzarain refer mainly to an article by Winmcott (1949, 
p.74), in which he "compares hate in the countertransference — and 
even the murderous wishes associated with it — with the occasional 
inevitable dislike of the normal mother for her demanding infant. He 
notes that the apparent innocence of nursery rhymes and lullabies 
betrays such hatred mixed with maternal love". Feelings of hate are 
part of human interaction, and Winmcott thinks that mothers usually 
find solutions for feelings of hate towards their own baby who, for 
instance during nursing, can sometimes hurt her severely. She may sing 
a lullaby which the baby likes and luckily does not understand: 
"Rockabye baby, on the tree top, When the winds blows the cradle will 
rock, When the bough breaks the cradle will fall, Down will come baby, 
cradle, and all". The authors write that it is perhaps hard to accept 
for therapists that mothers sometimes hate their children. But if 
staff members are capable of understanding such feelings of hate, 
recognizing and accepting their own hatred towards a patient, they 
will probably succeed in containing, processing and neutralizing the 
patient's projected feelings. 
Countertransference may occur in the shape of fear. Haldipur, Dewan & 
Beai (19Θ2) point out that the issue of being afraid of the patient 
"has been totally neglected in the current psychoanalytic literature". 
One of their assumptions is that it is difficult for the therapist to 
acknowledge fear, because this destroys his ideal self-image of the 
strong, caring and friendly person. 
The forensic psychiatrist Murray Cox (1983, p.91) found that the 
psychotherapist sometimes cannot tolerate the real feelings of the 
patient. This is understandable if, for instance, the patient 
committed a heinous crime and talks about it in full detail. In such 
case the therapist may be confronted with guestions dealing with his 
own view of life and his own hope. What do people do, what do 
psychotherapists do, in situations in which there is nothing they can 
do 7 Referring to Kierkegaard who says, "Hope is a passion for what is 
possible", Cox (ibid. p.97) states that "hope carries the connotation 
of expectation". Moltmann (1964) in Theologie der Hoffnung has elabor­
ated on this issue. Cox believes that in forensic psychiatry it is 
impossible to avoid questions concerning despair and hope. 
Countertransference and residential psychotherapy 
Many authors have adopted Packer's countertransference concept. This 
concept may be coordinated with the well known concept of transference 
as discussed in II.1.1. 
Just as the patient may transfer his experiences to the individual 
therapist as well as to the treatment team and collective staff, 
phenomena of countertransference may appear in the same way in the 
individual therapist as well as in the treatment team and staff. 
Countertransference conceived like this and transposed into the 
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situation of a controlled psychotherapeutic environment, entails a 
number of consequences for that enuironment. 
Harty (1979, p.115-116) has contributed m particular to the 
theoretical foundation of the present study by pointing out the 
existence of "regular systematic relationships between the inter-
personal phenomena within the psychiatric treatment team on the one 
hand, and the psychological characteristics and internal experiences 
of the patient with whom the team is concerned on the other". Harty 
views Packer's (1957) theoretical reflection, that every transference 
reaction of the patient always evokes a correspondent reaction of 
countertransference in the therapist, as the basis for this statement. 
He explains transference as "the patient's intense emotional 
attachment to the therapist", which holds the key to "understanding 
the infantile origins of neurotic conflict" (ibid. p.105). In case of 
countertransference phenomena Harty does not primarily regard them as 
indication that the therapist is in need of psychotherapy. Their first 
meaning is, that they are a means for better understanding the patient 
(ibid. p.106). 
Harty explores how it may happen that not only the work of individual 
therapists but also that of treatment teams with patients, among them 
patients with "Main's syndrome" (see next section), becomes severely 
disturbed. He considers "most important: that those interpersonal 
"disturbances" within the staff which are in some manner engendered by 
the patient are not to be regarded solely as threats to the work of 
the treatment team, but may also be viewed as important (and 
occasionally vital) sources of understanding that may be used to carry 
that work forward". 
It may be concluded that countertransference manifests itself not only 
in individual therapists, but also, and often in a substantially more 
complicated manner, in staff members who in a variety of roles 
collaborate in treatment. A useful function may be attributed to 
countertransference, not only when it happens in a dyadic therapeutic 
relationship, but also in relationships between a patient and a team. 
Nonetheless, Harty (ibid. p.117) like Racker (op.cit., p.171) and 
Berkouwer (op.cit., p.134), warns against oversimplification. Human 
interaction is never a question of "pure" transference and counter-
transference, in other words, of "pure" repetition. There are always 
elements involved belonging to the actual situation, with 
participants' real qualities. Harty also warns for too fast and 
carelessly drawn parallels between previous and actual interactions, 
because other factors besides repetition may be involved. In 
communication between staff members and a patient it is always 
important not to confuse the levels of content and relationship 
(Barthe, 1985, p.142). With regard to countertransference it is also 
important to mind the distinction between countertransference thoughts 
and positions, between staff members' experiences and behavioral 
expressions of them to the patient. 
Except for these precautions, interaction repetition should not solely 
be conceived as a phenomenon for staff members to work through and 
surmount. It may also be regarded as a phenomenon which renders 
relevant diagnostic and therapeutic information. As Racker (ibid. 
p.171) states: our own unconscious is a very personal apparatus for 
receiving signals from and sending to the outside world. It will 
39 
easily distort reality, but nevertheless it is also "the best we have 
of its kind". If staff members give attention to their own experiences 
and interaction with the patient and also to their internal inter-
action, they will be better capable of understanding the patient's 
problem. This is because they sometimes catch and reflect in their 
behavior what the patient himself cannot tolerate and what he 
therefore rejects and projects. 
Countertransference in residential psychotherapy viewed as role-
-performance 
It is for two reasons that human interacting may be usefully conceived 
as fulfilling mutual roles. 
In the first place, the role concept may function as a link between 
countertransference and the lattice structure of the clinic. Counter-
transference relates to certain relational experiences. Experiences 
belong to an individual person or to individuals; strictly speaking, 
groups and other associations as such do not have experiences; a term 
like "group experience" is a metaphor. 
Individual experiences are interrelated in the fulfilling of mutual 
roles which people within a certain social structure use to attribute 
to each other. Individual countertransference experiences will be 
manifested by the staff in actual role fulfilling within a given 
social structure, in which patients and colleagues are participating. 
Secondly, with regard to interaction, the concept of roles provides a 
well known frame of reference for whatever interactions may happen in 
the clinic. Many people are familiar with the idea that they, as well 
as other people, may be operating from various status positions. 
Because of that, they are implicitly familiar with the concept of 
roles. The clinic staff may feel supported if it is able to conceive 
interaction problems with patients and colleagues as role conflicts. 
If the staff is capable of viewing such problems as, sometimes, 
undissolubly connected with various roles which a patient is 
attributing to each of them, then these interactions, though 
problematic, may become easier to tolerate. The staff can handle role 
conflicts by a) analyzing the patient's expectations from each of 
them, b) doing similarly, regarding their mutual expectations, and c) 
creating opportunities for distributing roles which belong to the 
various expectations. 
In accordance with his position, every staff member within the clinic 
has to fulfil a number of roles. Merton (1957, p.369) has constructed 
the concept of "role-set", which is "that complement of role 
relationships which persons have by virtue of occupying a particular 
social status". A role-set consists of, for instance, all roles 
belonging to the one position of group leader, or supervisor, or 
researcher, etcetera, in the Dr. H. van der Hoeven Kliniek. To 
illustrate: to patients of a certain group, a group leader has 
responsibility for treatment; to the group leaders in his team he is a 
colleague; in relation to all patients and staff he is a staff member 
of the clinic; he is a clinic representative when he is together with 
a patient attending a Court session on TBR prolongation. All these 
roles belong to, and are part of, the role-set of a group leader. 
In case of diverging expectations from, for instance, a patient and 
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team colleagues, a group leader may get caught in a role conflict. A 
role conflict is a condition in which a person is confronted with 
contradictory expectations. A conflict between roles which belong to a 
person's role-set is called an internal role conflict (Van Doorn 4 
Larmiers, 1976, p. 129). 
Merton (ibid.) distinguishes between the "role-set" which is belonging 
to a single social status position, and the "multiple roles" belonging 
to different status positions. The concept of "multiple roles", 
however, is not relevant to this study and mentioned only for the sake 
of completeness. A group leader finds himself in multiple roles, to 
the extent that he is also a husband, a member of a political party, 
president of the Parent-Teacher Association, and second violinist in 
an amateur string guartett. With regard to his multiple roles, he may 
experience conflicting expectations from the clinic, his wife, the 
P.T.A., etcetera. These will land him into an external role conflict 
(Van Doom 4 Lammers, ibid.). 
The role-set of staff members does not only consist of the usual roles 
as have been mentioned. To their role-set also belong roles in terms 
of concordant and complementary identifications attributed by a 
patient to individual staff members and the collective staff. If a 
patient is suffering from negative feelings which he cannot integrate, 
he will project on people around him, by his behavior, what he is 
unable to integrate. He sees them as enemies or divides them into 
friendly or hostile parties. Whether the staff like it or not, roles 
will be attributed to them, interacting with patients in various 
constellations, of heartless and quarrelsome parents, of a spoiling 
mother, a cruel father, etcetera. 
Role conflict as a general concept, has been specified by Ritzer, 
Kammeyer 4 Yetman (1979, p.426) into "intra-sender" and "inter-sender" 
role conflicts. 
An intra-sender role conflict occurs when a person in the focal role 
(the role that is focused on) feels confronted with contradictory 
expectations from one person. Bateson, Jackson, Haley and Weakland 
(1956) gave the name of "double bind" to this condition, which has the 
following characteristics (Watzlawick, Beavin 4 Jackson, 1967, p.212 
etc.): 
1) two or more persons are involved in a relationship with high 
survival value for at least one of them; 
2) the meaning of the message is undecidable; 
3) stepping outside the paradoxical frame is impossible; 
4) the relationship is inclined to turn into habitual and autonomous 
expectations; 
5) double bind behavior follows on double bind communication, in a 
self-perpetuating pattern. 
Ritzer c.s. (op.cit. p.429) illustrate the intra-sender type of role 
conflict with the labor relations officer in charge of relations with 
the union. Managers usually expect him "to maintain harmonious 
relations with the union, but they also expect him not to 'sell out' 
to it". This often appears to be contradictory. According to the 
authors, this type of role conflict can often be seen in service 
occupations including taxi drivers, prostitutes, airline cabin 
personnel, and physicians in private practice. Common in these 
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occupations is the balance these role bearers have to Find between the 
satisFaction oF their client and the appreciation and/or payment they 
want to receive. IF they do not succeed in Finding a balance, they 
become subject to incompatible roles: being a proFessional authority 
who is either satisFying the client For too little payment or respect, 
or maintaining price and/or standards but losing the client. Usually 
they will have to compromise. 
For a group leader, an intra-sender role conFlict may be an internal 
role conFlict, within the role-set oF group leader. A patient may 
expect aFFection while, simultaneously, he does not tolerate a 
Friendly approach; in the clinic certainly a not unusual situation. An 
intra-sender role conFlict oF a group leader might also be an external 
role conFlict, between his multiple roles, if, for instance, a 
colleague asks him to take over his evening shift, and reproaches him 
simultaneously for staying away From the P.T.A. meeting. But, as 
mentioned before, external role conflicts are not relevant to this 
study. 
In an inter-sender role conflict a person feels confronted by 
contradictory expectations of two or more different persons; a rather 
common situation, also called loyalty conflict, which does not need 
further explanation. 
For a group leader, an inter-sender role conflict may be an internal 
role conflict, within his role-set, if, for instance, a patient 
expects him to make exclusive allowances, while colleagues expect him 
to execute loyally the agreed on treatment procedures. Then the 
patient splits persons around him in "good" and "bad" persons, which 
by Rinsley (op.cit., p.119) is called "splitting" behavior. In the 
clinic one can often hear expressions such as "the patient is 
splitting us". StaFF members in this case do not mean something 
neutral like "dividing", but conceive splitting as "to divide into 
disagreeing or hostile parties" (The Concise OxFord Dictionary). 
Only for the sake of completeness: a group leader's inter-sender role 
conflict may be an external role conflict, between his multiple roles, 
if, for instance, a colleague expects him to take over a shift, while 
simultaneously his wife expects him to spend more time at home. 
II.1.3. Complaints and ailments of staff members 
If, in conditions of treatment, staff members are unable to handle 
transference and countertransference professionally, as described in 
the previous section, they may become seriously unwell, physically as 
well as mentally. When, in the course of time, they believe their 
efforts For the patient are without any eFFect, they can start 
maniFesting symptoms oF "burn-out" (Lamb, 1979). 
Main (1957) reports on patients who are seriously suFFenng From 
permanent Feelings oF deprivation and never experience satisFaction 
and Fui Filment. They give blame to others For these Feelings, by 
acting out their blame. Main Found that, aFter Failure oF certain 
residential treatment processes, nurses sometimes went through 
"episodes oF severe individual strain, almost oF breakdown" (ibid. 
p.131). They Felt depressed and unwell, they suFFered From what Main 
HI 
has called "an ailment". 
Main has provided a psychodynanncal explanation of these complaints. 
They are caused by interaction with a patient who has a certain type 
of disorder. This patient suffers so deeply from feeling incompetent 
and being a failure, that he cannot tolerate these feelings. He 
usually will project them on one of the nurses, who then will suffer 
from feeling incompetent and being a failure towards this patient, and 
consequently from feeling guilty. For the nurse involved, this patient 
has become a "special" patient, someone who needs her attention and 
care more than other patients. 
Insofar the nurse empathizes with the patient's feelings of 
deprivation, this may be regarded as concordant identification of the 
nurse with the patient. The identification is complementary, insofar 
as she identifies with those who, m the eyes of the patient, have 
failed and wronged him. In such situations it often happens that, with 
the nurse's colleagues, the patient evokes different complementary 
identifications, i.e. they identify with different aspects of his 
experiences. The patient may, for instance, feel rejected by people 
because they find him too demanding. The nurse's colleagues, in 
rejecting this patient, may feel what people felt who no longer 
tolerated his demands. The one nurse with a different complementary 
identification becomes isolated from her colleagues. 
In cases like these, Main was able to find repetitions of interaction: 
the patient concerned had previously and elsewhere already been a 
"special" patient. There had been previous treatment without progress, 
for which the patient blamed treatment professionals. Main ends his 
article on the ailment of nurses with the advice: "If at any time you 
are impelled to instruct others to be less hostile and more loving 
than they can truly be - don't'" (ibid. p.145, italics added by Main). 
Bettelheim (1974, p.359) extensively describes emotional entanglements 
of the staff in problems of patients. Within this context he does not 
shun loaded expressions like "désintégration": "It should be stressed 
that such désintégration of personality is definitely a reaction to 
the impact of the unintegrated behavior of the patients, and to the 
requirement inherent in the therapeutic milieu not to meet it 
defensively but acceptingly, with therapeutic intent and action". 
Bettelheim (ibid. p.336), as much as Main, points out that those who 
have intensive daily interactions with the patients, rapidly get 
emotionally exhausted, not "from understanding the patients' 
pathology, or "observing" their primitive behavior, but from 
experiencing it. (...) The therapeutic milieu must support the worker, 
so that he does not need to withdraw behind the protective wall of 
insensitivity". It is the daily experience of pathological inter-
actions in particular, which makes the job of group leader a severe 
strain. Staff members with a position of distance and without these 
intensive daily interactions with patients, should keep this in mind. 
"A major task of the therapeutic milieu is to be set up so that the 
worker does not need to depend on recognition from the patients, who 
cannot give anything" (ibid. p.353). 
It is well known that, over time, autistic children can evoke 
intensive and negative feelings with people in their environment. 
Bettelheim (1967, p.98) devotes a single passage to feelings of 
autistic Laurie's parents: "They were deeply hurt and resentful that 
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she had neuer once called them "mummy" or "daddy" even while she was 
still talking". Frye (196Θ), a Dutch pioneer in treatment of autistic 
children, does not make any mention of negative reactions by parents 
or counselors in her dissertation. This is remarkable because the 
occurrence of such reactions must be assumed. 
II.2. Conceptions on transference and countertransference in the Dr. 
H. van der Hoeven Kliniek 
Through the years the clinic has upheld the conception that in 
treatment the conscious handling of countertransference is useful and 
necessary. A group leader who worked in the clinic in the 'sixties and 
then moved to another country, remembered this as the most central 
aspect of the group leader's task (Communication by M.W.J.E. Hancock-
Gobius du Sart, soc.drs.). 
By checking previous reports on the patient for possible symptoms of 
repetition, the group leader is able to focus on an effective handling 
of transference and countertransference manifestations. Repetitive 
behavior manifests itself in interaction. The way it manifests itself 
may be discovered only if somebody will expose himself to it by 
participating in interaction, by experiencing repetition and by 
reflecting on the exact nature of interaction repetition. 
During the 'sixties, group leaders used to put up large sheets of 
paper, divide them in columns, and horizontally write down a number of 
dimensions in the life of the patient. In these columns they 
chronologically registered his development in residential treatment. 
The paper was so large that it could not be kept unless folded up, 
which is why it was called "fold-up sheet". Although the paper does 
not exist in this shape anymore, the name "fold-up sheet" still 
persists. Reflections on repetition of interaction would be registered 
in the first column. 
The expression at the time: "first column of the fold-up sheet" was 
standard for what may be conceived as countertransference and its 
professional handling. Two group workers in regular discussions with 
treatment teams used to ask questions like: "How does this patient 
affect me''" "Which experiences does he evoke in me 9" "Do my colleagues 
get similar or different experiences7" "What could these differences 
mean
7
" 
This reflection was intended to foster awareness of interactions and 
of feelings towards the patient, insight into interaction dynamics, 
and capabilities for observing and discussing these dynamics together 
with the patient. Often, in these team discussions, so much time was 
spent on such reflection, that other dimensions of the patient's life, 
such as his personal development and his family relationships, did not 
come up. For lack of time, often only the first column of the "fold-up 
sheet" was filled in. 
At present, conceptions on the diagnostic and therapeutic value of 
countertransference are prevalent, among experts in psychotherapy in 
particular. This can be illustrated by a more recent occurrence. 
During a staff meeting, spring 1984, there is a discussion of a 
stagnating treatment process. After a patient has repeatedly 
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manifested violent behavior against his group leaders, they have 
become very afraid and also very angry. Anyone who tries to 
throw another light on the situation is regarded by them as an 
enemy. 
The psychiatrist director suggests that the group leaders, in 
their anxiety and anger, may feel isolated. They may be unable 
to feel supported unless by people with similar and equally 
intensive feelings. She suggests also that their experiences of 
anxiety, anger and isolation may be very similar to dominant 
experiences of the patient. 
With regard to interaction repetition, knowledge and skills are 
sometimes stressed more than aspects of experience. Roosenburg (1968) 
describes that in previous reports on patients it can sometimes be 
seen that they obviously have to commit many offenses before the 
police interfere. When they finally do, then the public prosecutor may 
be seen to put the offence aside. If, finally, the offender has to 
appear in court, the judge may give him only a conditional sentence. 
Only after more serious offenses have been committed, the judge will 
send him to prison or issue, for instance, a TBR order. A patient who 
apparently evokes such reactions, will, after having been admitted, 
find persons among patients and staff who will try and protect him 
against interventions by others. Roosenburg states that the staff 
should inform themselves on interactions between the patient and 
people in his environment, in order to be capable of preventing 
repetition of interaction. She also suggests (1973) that staff can 
contribute to a good relationship with the patient by writing down his 
behavior and their reflection and evaluation of this behavior. Writing 
promotes distance. Distance facilitates observation and careful 
description of behavior, needed for reflection, without getting stuck 
in excitement or negative feelings. 
At the time of the present study the concept of repetition is often 
used in the clinic, but generally in a limited sense: mainly for the 
repetitive behavior of the patient. When for a patient, because of a 
stagnating treatment process, temporary placement in intensive care 
(to be explained in Chapter III), is considered, treatment teams use a 
check-list for stating a treatment problem to be discussed with the 
collective staff. Some questions on the check-list concern repetitive 
interactions which previously may have led to the crime and now may 
lead to treatment stagnation. Treatment teams answer these questions 
nearly always exclusively in terms of repetitive behavior of the 
patient, while ignoring interaction aspects. 
II.3. The concept of interaction repetition in this study 
In this study the concept of repetition of interaction is exclusively 
discussed in connection with identifications of treatment teams and 
collective staff with the patient. Identifications of individual staff 
members will not be discussed. 
In the present study interaction repetition refers to mutual behavior 
of individual patients and staff. This behavior will be conceived as 
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interaction repetition, insofar as actual interaction corresponds with 
previous pathologically disturbed interactions between the patient and 
other people, which may have contributed to his criminal offenses. 
Two questions for investigation 
The problem, as it has been stated in Chapter I, can now be specified 
in the following two questions: 
1. is it possible, by using the concept of interaction repetition, to 
describe a common frame of the way the clinic staff deals with 
treatment plans7 
2. is it possible, by using the concept of interaction repetition, to 
describe different patterns of the way the clinic staff deals with 
treatment plans7 
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Ill 
RESEARCH METHODS 
In order to study a more or less stable social reality in which people 
are living as interacting individuals, one has to focus on social 
reality as people are constructing it by endowing it with meaning. 
Interpretative research methods are characterized by their attempts to 
understand the significance attributed to social reality by inter-
acting people. Such understanding becomes feasible by an investig-
ator's identification with the people involved. The investigator 
identifies with them by participating in, and projecting himself into, 
their situations. This is how he may reconstruct their interactions 
and translate them into objective concepts. Such concepts may be 
mutually related as well as related to existing theoretical concepts. 
These relationships may be controlled empirically. 
The introduction to this chapter is a brief discussion of the 
theoretical background and some applications of interpretative 
research methods (section 1). After that, a description will be given 
of the research method used in this study (section 2). 
III.l. Backgrounds and application of interpretative research methods 
Presumably from the beginning of time, people have tried to understand 
the reality they are living in. Such attempts at understanding imply 
interpretation. Understanding logically precedes people's attempts to 
explain reality and change it to their advantage, wherever possible. 
Sociology which, from the middle of the nineteenth century on, 
developed as a science of human society, has always looked for ways of 
a more systematic understanding of social reality, because under-
standing is necessary for explaining and predicting. In this chapter, 
the interpretative sociological research methods are situated with 
respect to their historical and philosophical roots (section 1.1). By 
using interpretative research methods, scientists in and outside 
sociology have always tried to get a better understanding of social 
reality. Their studies have contributed to insights into it, on which 
others were able to build. The choice of an interpretative method of 
research in the present study is justified because of these 
backgrounds and applications (section 1.2). 
1*1 
III.1.1. Historical and theoretical backgrounds of interpretative 
research methods 
The backgrounds of interpretative research methods, their connections 
with the theoretical framework discussed in chapter II, and their 
implications for actually doing research, will be discussed somewhat 
extensively because of the use of an interpretative niethod within the 
present study. 
Empirical sociological research according to interpretation methods 
may be founded on the theory of symbolic interactiomsm. This theory 
is rooted in American pragmatism and behaviorism and in the German 
romanticism of the nineteenth century. The term "symbolic inter-
actiomsm" was thought up by Blumer (1974, p.11) who later observed 
that it apparently struck home. On second thoughts he considered the 
term "a rather barbaric neologism" but meanwhile it had got into 
general use. 
A basic idea of symbolic interactiomsm is that people do not act only 
on the principle of stimulus and response. They attribute a meaning to 
the stimulus, which links it to their response. This basic idea 
results in ways of looking at social reality and understanding it and 
also has practical implications for studying it. 
Historical backgrounds of symbolic interactiomsm 
Zijderveld (1973, p.43 etc.) situated the historical roots of symbolic 
interactiomsm in three currents. 
The first current concerns American pragmatism, enlarged into a 
theoretical system by William James (1842-1910). The central idea of 
pragmatism is that reality is what people realize in their actions. 
The reality of human existence is malleable, it is being "made" 
continuously and, thus, always of an unfinished and temporary 
character. 
The second current concerns American behaviorism. John B. Watson 
(1878-1958), considered to be the founder of behavionstic psychology, 
believed in 1912 that time had come to help people understand their 
own social reality and exert influence on it. Pre-eminently, social 
reality may be understood from the way people mutually behave and, in 
order to obtain better insights, people's mutual behavior should be 
studied with exact methods. Ullmann (1981, p.19) seems to concur with 
Watson's belief, by theoretically explaining that cognitions, 
knowledge acquired about something, should preferably be described in 
terms of behavior and function, rather than in abstract terms. 
Ullmann's theoretical elaboration proved to be of great use to the 
present study. 
The third current is older. Historical roots of symbolic inter-
actiomsm may be found in the romantic period in Germany in the middle 
of the nineteenth century, the same romanticism which contributed to 
the development of phenomenology (see chapter I). Romanticism may be 
seen as reactive to rationalism: man's opposition to rational and 
scientific objectivity. Man is in search of his identity and his 
reasons of existence, also by identifying with others and with 
historical events. 
George Herbert Mead (1863-1963) is generally viewed as the founder of 
48 
symbolic interactionisni. He studied in Germany and became interested 
in German romantic philosophy, especially in Fichte (1762-1814) who 
dealt with the relationship between the subjective "I", which cannot 
manifest itself unless by an act — by acting, and objective reality 
beyond "I" but, however, thought of by "I". "I" and objective reality 
beyond "I" are different and mutually related, at the same time. 
Symbolic interactionisni: a theoretical and methodological perspective 
The starting-point of symbolic interactionisni is the interacting 
individuals who each have their own awareness context: they have a 
certain image of themselves, of another person, of other people in 
general, and of the time and world which they are living in. According 
to Zijderveld (op.cit., p.120), symbolic interactionisni bases its 
methodology on the reality of interacting people who, by interacting, 
exchange meanings attributed to reality by each of them. Symbolic 
interactionisni tries to acquire phenomenological insight into those 
people's reality. Zijderveld (ibid. p.9) views it as an attempt at 
empirical sociological practice which may be seen as complementary to 
current operational research with its almost exclusively quantitative 
techniques, and conducted from a functionalist frame of reference. 
Zijderveld (ibid. p.194) joins the neo-Kantian Rickert (1863-1936) who 
held that reality may be approached in its quality of nature or 
culture. Physical sciences see it as autonomous, having its own 
regular systems. Cultural sciences see it as a result of human 
behavior in which subjectively accepted norms and values which are 
experienced as valid play a role. Rickert felt it did not make sense 
to approach reality in its quality of culture and then eliminate 
anything which concerns culture, attachment of meanings, and 
subjective experiences. 
Symbolic interactionisni provides a theoretical and methodological 
perspective for the study of reality, which rests on three premises 
(Blumer, ibid. p.12): 
1. People react to social "objects", a collective word for people, 
situations, ideals, etcetera, based on those objects' meaning to 
them. 
2. These meanings are derived from interactions, social intercourse 
between people. 
3. These meanings are utilized and modified by people, in 
interpretative processes. 
Such meanings cannot be measured and explained; they can only be 
understood. 
Important to the development of symbolic interactionisni were and are 
people such as Mead (1934), Mills (1959), Schutz (1962, 1964), Blumer 
(1969), Berger 4 Berger (1972), and Zijderveld (1973). Glaser 4 
Strauss also (1965, 1967, 1978) deserve to be mentioned because they 
translated research methods based on symbolic interactionisni into a 
methodology which, in turn, was worked out by Wester (1984) into a 
strategy for qualitative research. 
Zijderveld (1974, p.156 etc.) states that Mead developed the idea of 
people's behavior having an external, observable as well as an 
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internal, non-observable component. Cooley (1864-1929) who arranged 
collaboration with Mead pointed out that there is no separation 
between individual and society; it is only a matter of two 
complementary perspectives on one reality, namely, social transactions 
of interacting people. 
Mead tried to merge those perspectives into one analytic, dialectical 
theory, the core of which is that human action is based on the 
attribution of meanings. These meanings are offered and learned; 
therefore, there is no separation between individual and society. As 
said, people do not act only on the principle of stimulus and 
response. They insert a meaning which they attach to the stimulus, as 
an important link between stimulus and response; in other words, the 
stimulus is interpreted. According to interpretation, people will make 
a "gesture" to start a certain social act: if someone else will see 
and interpret this gesture and react to it, the gesture becomes a 
social act, an interaction (for its definition, see chapter II). 
Figuratively, people are capable of standing in each others' shoes, 
"taking the role of the other" as Mead called it. In this way, they 
are able to internalize what other people expect from them. This 
internalizing process leads to ongoing inner conversations and inter-
actions within the individual or "self", for which Mead introduced a 
distinction between "I" and "Me". With "I", he meant the personality's 
active, presently experiencing part; with "Me", he meant the roles of 
others which were internalized and generalized into "the others within 
me", "the generalized other". These roles of others have become a part 
of a person's identity. When someone talks about himself in terms of 
"Me", then the contents of "Me" consist of other people's roles which 
he internalized, taeyendecker (1984, p.354) supplies the summary 
statement: ""Me" is the internalized and generalized other, "I" is 
what a person identifies with, the impulsive and creative moment of 
personality. Thus, the self is not absolutely determined by the 
social-cultural environment". According to Martindale (1961, p.359), 
the concept of role is "the point of fusion for personality and social 
structure". 
Although Mead's theory is not very clear, it allows determining 
whether a person is solving his juvenile conflicts in the course of 
his development or remains fixed in them. In case of fixation, 
significant others will remain dominant; generalization of others 
which may be conceived of as an abstraction process related to a 
healthy development, will be insufficient. A person will then keep 
repeating previous interactions with his mother or father, in 
interactions with other people. 
Personality joins with society as the "generalized other" in the 
social roles people play. In my social role I am functioning as "I" 
and, simultaneously, I am the person others expect me to be: "Me". 
Symbolic interactionism demythologizes fashionable talk about "self", 
"self-determination", "self-development", and so on. Society is within 
me; I am much less "myself" than I might think I am. 
Charles Wright Mills (1916-1962) regards man's personal fate, the 
society he lives in, and history — being the time he lives in — , as 
the three pre-eminent coordinates for the study of man. Although Mills 
does not make mention of Heidegger (1889-1976), this ties in with the 
letter's core concepts about human existence: "selbst-Sein", 
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"mit-Sein", and "in-der-Welt-Sein" (literally: "being self, being-
with, being in the world" — see Delfgaauw, 1962, p.26 and p.103). 
Mills was looking for connections between Freud's concept of super-ego 
and Mead's concept of society as generalized other. 
Mills was strongly in favor of ways of sociological research in which 
researchers did not only use their sets of theoretical concepts but 
also their "sociological imagination". With this expression he meant 
to say that sociologists should identify with other people's reality 
in order to understand it and communicate this understanding. 
Sociologists should keep comparing their concepts with empirical 
reality lest they would become, or remain, unrealistic. 
Peter 4 Brigitte Berger (1972, p.67) who originate from the phenomen-
ological school of the Austrian philosopher and sociologist Alfred 
Schutz(1899-1959), argue that a person's socialization takes place in 
interaction with significant others who will offer him a self-concept. 
This is similar to identity and understood here as "a meaning attached 
to a person, or which he is able to attach to himself, with the help 
of the responses of others ..." (Klapp, 1968, p.viii, cited from 
Carroll 4 Jenkins, 1973, p.238). People will see certain other people 
as being significant to them: reciprocally, they attach meanings to 
each other. They also attach meanings to life-events, some of which 
they will see as important life-events (Van Uden 4 Spitters, 1982, 
p.20). The concepts of self-concept, significant others, and important 
life-events, may perhaps be viewed as analogous to those of Mills: 
personal fate, society and history; also to those of Heidegger: 
"selbst-Sein", "mit-Sein", and "in-der-Welt-Sein". 
Schutz felt that it was important to pay attention to "the everyday 
world" (Zijderveld, 1973. p.212 etc.). He studied the relationship 
between "common sense" interpretation and "scientific interpretation 
of human action", and to him this relationship seemed to be close. He 
regarded sociological concepts as second-degree abstractions from 
first-degree abstractions which people construct out of the everyday 
world. He was convinced that social sciences are always being founded 
on those interpretations of reality which precede the cultivation of 
sciences. Social sciences are rooted in taken-for-granted observations 
which people make daily. 
Elaborating on Mead, Blumer (ibid. p.67 etc.) explains that social 
facts do not speak for themselves but are in want of interpretation. 
Whose interpretation7 The interpretation of the people who attribute a 
meaning to those facts. From this argument Blumer derives a number of 
consequences regarding social science: 
1) the researcher should see the subjects of his study as they see 
themselves; 
2) their interaction has to be regarded as a process of attributing 
meanings; 
3) attribution of these meanings may be studied only by studying 
people's mutual behavior; 
4) study of social organizations should preferably not be guided by 
those organi?ations' principles but rather by meanings attached to 
them by individual participants. 
With respect to the study of social facts, Blumer (ibid. p.116) throws 
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light on terms such as "to conceive" and "to perceive". Derived from 
them are the words "conception" as the act of creating an idea and 
"concept" as a general notion. The same goes for "perception" as the 
act of observation and "percept" as what is being observed. To study 
social reality one compares concepts with related empirical percepts, 
while reality is perceived by the use of concepts. This occurs in a 
dialectic process in which conceiving and perceiving are equally 
important. In this context, the Dutch word for "to observe", 
"waarnemen" is significant: "waar" means true, "nemen" means to take, 
or take in. What we see, we take in as true, which is an activity of 
"I". It is different from stating that something "is" true. 
Seeing is experiencing, interpreting is thinking. The science 
philosopher Hanson (1979, p.u etc.) explains that there is not only a 
distinction between seeing and interpreting. Interpretation is 
preceded by a distiction in ways of seeing, which is determined by the 
perceptual context. To illustrate this: when we Dutch people see Dutch 
words, we will receive their images on our retina. We cannot help 
perceiving those words as coherent words with a certain meaning; it is 
only with the utmost concentration that we might be able to see them 
as loose, incoherent, meaningless figures. An Asian, for instance, not 
familiar with our script, will receive images on his retina which are 
similar to ours but he will only see what we are hardly able to see, 
namely, mere figures lacking coherence, which do not tell him 
anything. 
We perceive our world through conceptual "glasses" which we are so 
used to that we do not feel them anymore. If we want to perceive 
something we do not know yet, we use those conceptual "glasses" in 
order to locate the given percept within what is already known to us, 
our conceptual frame of reference. 
Consequently, we may assume a link between seeing and doing. Mead's 
link between stimulus and response may be described as follows. The 
link consists of perception: we perceive what we see (compare: take in 
as true), the percept has a certain meaning to us, we attach this 
meaning to it. Experience of perception is emotion: a movement of the 
mind. Emotion may lead to motivation, a reason for moving and acting. 
This argument may be connected with the present study's subject which 
is interaction: perception and experience of psychotherapeutic and 
perceptual distortions (chapter II.1.1). Emotions of the psycho-
therapist are determined by his perception of the interaction with the 
patient. These emotions may influence the therapist's actions. 
Glaser 4 Strauss (1967) have developed the interpretative approach to 
research into a methodology which is suitable for finding answers to 
the questions of the present study, through the investigation of 
interaction processes. The authors are concerned with the development 
of theory which is based on, or, as they say, grounded in, the 
research data. Their methodology implies methods for discovering 
"basic social processes" in the abundance of social reality, and also 
methods for generating theoretical concepts about these processes. 
Concepts may be a) abstractions of social reality to be studied and, 
b) constructions of meaningful connections either between data, or 
between data and concepts, or between concepts. 
One of their essential methods consists of comparative analysis by 
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means of "triangulation", a manner of determining and measuring 
triangles (note 11). Triangulation means that empirical data are to be 
mutually related, not, however, on the level of content but on a 
conceptual level. Events in the field of research can be mutually 
compared and ranged under a concept which is an abstraction of the 
data: an "abstracted concept". Meaningful connections between events 
can also be compared and ranged under a term by which this meaning is 
expressed: a "constructed concept" (ibid. p.107). Such concepts seem, 
as it were, to emerge autonomously from the data and are therefore 
called "emergent concepts" (ibid. p.106-107). According to Glaser 4 
Strauss (ibid., p.38), these concepts should be "analytic 
sufficiently generalized to designate characteristics of concrete 
entities, not the entities themselves". They should also be 
"sensitizing — yield a "meaningful" picture (...) and enable one to 
grasp the reference in terms of one's own experience.". 
Subsequently, those emergent concepts have to be grounded by 
categorically relating them to all data relevant to them. In this way, 
a theory may be developed which fulfills four conditions (ibid. p.237 
etc.): 
1) Fitness — the conceptual categories fit the empirical data, the so 
called "good fit". The data should not be strained to fit certain 
concepts. 
2) Understanding — the theory makes sense to practitioners in the 
area involved because it corresponds to their reality. 
3) Generality — the theory is abstract enough for application on the 
spot to a variety of basic social processes. 
A) Control — the theory is capable of explaining, interpreting and 
predicting events and open to adjustment if new variables become 
available. 
Concepts such as transference and role-conflict (chapter II.1.1) may 
be regarded as good illustations of concepts grounded in data. Freud's 
concepts of transference and countertransference could later be worked 
out by Racker into complementary and concordant identification. The 
concept of internal and external role-conflicts could later be worked 
out by Ritzer c.s. into intra-sender and inter-sender role-conflicts. 
Glaser (1978), on the basis of his experiences with graduate and 
undergraduate students whom he thought knew more than they in fact 
did, subsequently provided a more detailed account and analysis of the 
methodology which he and Strauss had developed. 
On the basis of Glaser's i Strauss' approach, Wester (op.cit., p.15 
etc.) developed a more concrete strategy for qualitative research with 
interpretative methods. First, he distinguished (ibid. p.3-5) between 
ways in which the concept "qualitative" is commonly used regarding 
research: 
1) qualitative in the sense that the research is based on data of a 
nominal character. Qualitative research in this sense generally is 
given a function preliminary to quantitative methods for testing 
hypotheses. 
2) qualitative in the sense that the researcher collects detailed and 
concrete data, in a non-structured way and without working with a 
ready conceptual framework and an explicit coding schedule in 
advance. 
Wester's thesis concerns qualitative research in the second sense. 
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He presents another summary of the roots of qualitative methodologies 
(ibid. p.17): 
1) phenomenology as critique of the positivistic approach of science 
(Husserl, Schutz); 
2) the theory of symbolic interactionism (Mead, Cooley, Thomas, 
Dewey); 
3) the importance of the everyday world: the meanings which people 
themselves attribute to it should show in sociological concepts 
(Blumer, Schutz). 
Implications for interpretative research methods 
How does a researcher gain insight into the reality of other people7 
By participating in this reality and reflecting on this participation. 
The researcher elaborates on these reflections by discussing them with 
others and building checks into the research procedures. 
The method of reflection 
In interpretative studies of the reality people are living in, all 
variables will initially interact. This is inherent because it is 
inherent in reality. Especially at the beginning of the research, it 
is hard to get a grip on the variables because everything is related 
to everything, and everything changes all the time: "panta rhei". Time 
and again the research runs into questions such as: are these findings 
essential ones7 Do they concern "basic social processes"7 When the 
material is complex and redundant these questions cannot easily be 
answered with yes or no. 
An investigator who is interested in a phenomenon as it happens in 
reality, is primarily drawn to its obvious manifestation. His first 
question will be: "what does it look like7", and not: "how often and 
where does it occur7" Initially, he does not give preference to its 
"statistical representativeness"; this may eventually be of importance 
later on when he will be able to describe it adequately. His attention 
will be drawn first to its "phenomenological representativeness", the 
representativeness of its bearing. 
Subsequently, the investigator will ask whether this phenomenon might 
be found somewhere else within or outside the present material, and if 
it would have a similar meaning within different contexts. But if the 
material is extensive this question cannot directly be answered 
either. Nearly always more research will be needed for uncovering and 
correcting shortcomings in a certain study. 
The investigator's line of approach is one of systematically searching 
and occasionally finding. He is continuously comparing similarities 
and differences in the phenomenon observed, applying various 
dimensions whose relevance is not clarified unless in the long run. 
Because of this it is important for the researcher never to lose sight 
of the entire scope of his material and get bound up in details. In 
the first place, the method of interpretative research consists of a 
process of reflection on meanings which the details may have within 
the whole. The following steps are important in such reflection: 
1) Initially, the researcher will have to set aside all theoretical 
notions. He will start by studying whatever the research material 
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may have to say; an attitude which may be compared to Freud's 
(1912b, p.377) "gleichschwebende Aufmerksamkeit" ("evenly suspended 
attention", Laplanche 4 Pontalis, 1972, p.169). 
2) Evidently, the research material in itself has nothing to say. The 
researcher will do something like mentally closing his eyes and 
trying to get an image of the data through identification with the 
people the data relate to. This is what Mead meant by "role-
taking". The researcher has to maintain a continuous exchange 
between the data and his actual thought-processes. He has to put 
aside his "a prion" thoughts about the material because he may get 
new ideas and new thoughts simultaneously with the visualization 
of, and identification with, the data. When such ideas do occur and 
new insights into the material are developing, the researcher has 
to wonder which perceptual "glasses" he is actually using; 
"glasses" which permit him to observe new relations in the 
material. Meanwhile, it is important to distinguish clearly between 
the perspective of the people involved ("what is the meaning of the 
present phenomenon to them''") and the researcher's perspective ("in 
light of which theoretical perspective do I, researcher, consider 
this phenomenon relevant9"). 
This is a procedure of consciously omitting something to make 
something else happen, not unlike "going" to sleep which may be 
done only by not consciously aiming for it; it is "falling asleep". 
This is similar to what Freud (1914, p.60) remarked on such 
processes of imagination, concerning a psychoanalyst's activity: 
"ich war keinem Einflusz unterworfen, durch nichts gedrangt. Ich 
erlernte es spekulative Neigungen zu bandigen und nach dem 
unvergessenen Rat meines Meisters Charcot, dieselben Dinge so oft 
von neuem anzuschauen, bis sie von selbst begannen etwas auszu-
sagen." ("I was not subject to influence from any quarter; there 
was nothing to hustle me. I learned to restrain speculative 
tendencies and to follow the unforgotten advice of my master, 
Charcot: to look at the same things again and again until they 
themselves begin to speak" — translation Standard Edition, 1957). 
With respect to reflection, Glaser (1978, p.61) speaks of "the 
delayed action nature of grounded theory". 
3) The researcher puts his imaginations into writing in a language 
which is as close as possible to the field of research. Pages 
(1968, p.444) points out that two conditions have to be met for 
adequate interpretation of someone else's data. First, the 
researcher has to be sensitive to the other person's language and 
yet be able to forgo the feeling that he knows already what the 
other person means. He also has to be familiar with his own 
prejudices in order to be capable of taking them into account. This 
demands a "naivety" which is not based on ignorance about the 
situation to be investigated but, on the contrary, on having 
experience of it and being adequately educated. Secondly, inter-
pretation requires skills in expressing of what other people intend 
to convey. 
4) The researcher is able to make "collections" by mutual comparison 
of fragments of the material. This will compel him to specify 
observed dimensions and refine emergent concepts. 
5) The researcher should discuss his interpretations of the data with 
other people. 
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6) Exchange with others may lead to formulation of hypotheses which 
may subsequently serve as a scheme for further searching. 
7) Then, the question is whether these hypotheses are relevant for the 
investigation, and whether they may get support in different 
settings. How does a researcher select relevant and comparable 
settings7 The prediction which is contained in the hypothesis may 
serve as a scheme of searching. In other words, in case such a 
hypothesis will be confirmed, this may be a guideline for relevancy 
and comparability. 
Consultation between researchers as a research method 
The psychiatrist Stanton and the sociologist Schwartz (1954, p.427) 
mentioned in their study The Mental Hospital that their most 
productive method of investigation consisted of mutually comparing 
their notes. This comparison enabled them to gradually focus their 
attention. 
With respect to two studies about a certain mental hospital, Stotland 
A Kobler (1964; 1965, p.4 etc.) referred to the fact that the 
psychiatrist Kobler knew the relevant hospital from top to bottom and, 
thereby, ran the risk of developing blind spots, of "going native" (an 
expression used by, among others, Schwartz 4 Jacobs, 1979, p.55). The 
sociologist Stotland did get involved in the hospital's course of 
affairs but succeeded in remaining a relative outsider. During the 
investigation, they were in the habit of mutually comparing all 
research notes, and discussing them. They considered this to be the 
most important research procedure for the production of results. 
Mahler, Pine 4 Bergman (1975, p. 246 etc.) described how they 
threatened to lose the outline of the rich — but also redundant — 
clinical data, time and again. They weighed the advantage of 
collaboration between researchers and clinical staff against the 
disadvantage of a possible "researcher's bias" resulting from 
collaboration with clinicians, and favor the first. In their study, 
researchers also maintained a mutual exchange of all findings, for a 
more accurate focusing of the schemes of searching. 
With regard to field research, Douglas (1976, p.193) gave the advise 
to work as a team. In this way, researchers have the opportunity to 
exchange their observations and will be better able to reach the goal 
of their research. 
Schwartz 4 Jacobs (op.cit. p.259) suggested to increase the number of 
researchers, in case of interpretative research, for mutual comparison 
of their findings. 
In short, exchange between researchers may be viewed as a form of 
triangulation which was discussed previously. 
Classification of validity checks 
It is obvious that those who read the results of interpretative 
research take the possible subjectivity of the researcher into account 
and demand checks. The researcher made observations in a natural 
setting in which he is unable to control the variables. He is a 
variable himself which he is unable to observe independently. This is 
even more pertinent in natural situations, compared to controlled 
ones, since observations often cannot be exactly replicated because of 
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the uniqueness of natural situations. Moreover, a researcher may slip 
and make mistakes. Because of all these factors, the research 
conclusions may be insufficiently supported by the empirical data, or 
not at all. 
Thus, the reader may feel totally dependent on the way some researcher 
made his observations and interpreted them. That is why the researcher 
has to clarify adequately how the research conclusions were reached. 
The reader of the report must be enabled to verify which procedures 
the researcher carried out to protect himself against mistakes and 
errors. 
First, a schematic and short outline of ways of checking inter-
pretative research, as discussed by various authors, will be given to 
provide a general survey. These ways of checking will then be 
explained somewhat extensively. 
1. internal checks external checks 
2. researcher's self-checking checking by others 
3. research subjects scientists 
4. co-investigators external researchers 
1. Division into internal and external checks: do the data and the 
developed concepts relate adequately to the area of investigation 
(internal checks) and is it posssible to establish this relation-
ship objectively (external checks)7 
2. External checks may be divided into checking by the investigator 
himself and others. Will the investigator be able to demonstrate 
that he was independent of interaction with his research subjects, 
in developing his ideas, and will others be enabled to make an 
independent assessment of the researcher's independence9 
3. Checking by others may be divided into checking by the research 
subjects and qualified researchers. Do the research subjects 
acknowledge the concepts developed by the researcher as valid to 
their situation7 Do qualified investigators acknowledge the 
concepts as grounded, and relevant to the area of science involved7 
4. Checking by scientists may be divided into checking by the co-
-investigators and qualified researchers who are outsiders, 
professional readers included. To which extent was consensus 
reached between the principal investigator and his co-investigat-
ors, about the methods of data-collection and the development of 
concepts7 Will outside professionals be enabled to verify the 
57 
research procedures, and the development of concepts, and the 
feasibility of their application to the raw data in particular7 
Re 1. Division into internal and external checks. 
Wester (op.cit. p.67) distinguishes between two types of checks 
relevant to interpretative research methods: internal and external. 
Internal checks refer to the following two questions: 
- did the investigator study the data from the perspective of those 
involved7 
- do these data and the developed concepts have a central place in the 
reality of the people involved7 
The first question may be restated as follows: did the researcher 
actually look from the perspective of those involved7 Such a use of 
their perspective is indispensable for avoiding the "fallacy of 
objectivism", i.e. the "bias" of the researcher who is looking for his 
subject's perspective, but erroneously using his own (Wester, ibid. 
p.52). The research subjects have to be given an opportunity for 
judgement and the researcher has to supply them with means for 
checking whether he understood their perceptions, emotions, and 
actions correctly. 
Wester considers the researcher's verification whether the concepts 
developed have a central place in the reality of the people involved, 
to be an internal check; in other words, the question whether those 
concepts refer to "basic social processes", and not marginal or 
trivial ones. Another element of internal checks is the study of cases 
whose outcomes are negative, or will otherwise deviate, from the 
perspective of research expectations. The researcher will try to 
replicate situations studied, in order to verify the concepts he 
developed from them. By formulating and tecting hypotheses he will 
check expected phenomena in similar as well as dissimilar cases. 
Particularly, he will analyze those cases in which his expectations 
were belied, in order to better understand the relevant phenomenon. 
Wester believes that internal checking is possible to a certain 
extent, by comparing developed concepts to existing theoretical 
concepts and conceptions. Ideas of others are used for "foot-noting" 
and to indicate that the developed concepts do not have an accidental 
or artificial character. 
External checks are concerned with the question: in which way did the 
researcher objectify his concepts, make them verifiable, and have them 
checked7 Wester (ibid. p.69) regards reading of the material by 
outside professionals as an external check, provided they were enabled 
to criticize the research procedures and methodology. Therefore, 
Wester includes among external checks also the report of the 
qualitative analysis, which is the researcher's account of how he 
observed and interpreted the data, the way he related them to 
abstracted and constructed concepts, and the conceptual sets or theory 
he developed. Glaser 4 Strauss (1967, p.228 etc.) suggest that the 
researcher could offer an extensive explanation of the developed 
conceptual framework to the reader as well as a vivid description of 
the data related to those concepts, in order to make the reader almost 
see and hear the subjects involved. 
Besides, the researcher should supply the reader with ample 
opportunity for "discount" (ibid. p.231) of the findings. Wester 
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believes it to be an important external check if the people involved 
will acknowledge the interpretation of the investigator; in other 
words, if they will not only recognize their own perspective (internal 
check) but also acknowledge the perspective which the researcher 
developed independently of them, as valid and relevant. 
Re 2. Division into checks by the researcher himself and others. 
Will the researcher be able to show that he developed his ideas 
independently from his interaction with the research subjects and will 
others be enabled to make an independent assessment of the 
researcher's independence9 
The method of triangulation may be viewed as a method of self-checking 
by the researcher (Glaser, op.cit. p.49; Wester, op.cit. p.57). 
Triangulation may be applied in two ways: 
1) The researcher could compare the data mutually with respect to some 
theoretically or heunstically found or self-constructed conceptual 
dimension. Such a dimension is selected by the researcher. 
Independent of his research subjects he looks for dimensions in the 
data; not the other way around, such as trying to classify the data 
within certain dimensions. In this context, it is emphasized by 
Schwartz & Jacobs (op.cit. p.309) that the researcher should know 
what he is talking about, and always give priority to his firsthand 
observations; these should not be mixed with data from secondary 
sources including data and opinions of others. Glaser 4 Strauss 
state: the foundation of the study consists of the data which were 
observed directly by the researcher. His independence should be 
apparent from his reflections on these data. 
2) The researcher may investigate constructed connections between data 
and conceptual dimensions from more than one angle and with various 
methods. He is not dependent on one single method, or on one type 
of observation situation, or on a fixed collection of subjects (see 
also Wester, op.cit. p.57), to find certain links. Schwartz & 
Jacobs (ibid.) urge the use of various sources in the field of 
research. 
The researcher does not use certified and validated scales. Therefore, 
checking by others of the selection and utilization of such scales is 
not pertinent. Nonetheless, the researcher could have his procedures 
of self-checking checked in two ways (Wester, ibid. p.69; Glaser & 
Strauss, ibid. p.228; Glaser, op.cit. p.132): 
1) He could describe the triangulations and the course of the analyses 
in substantive paragraphs, in such a way that the reader may verify 
how the concepts were developed and on which data they are based. 
2) He could give insight into the way the qualitative analysis was 
performed, by interchanging the interpretations with illustrations 
from the raw data. 
Re 3. Checking by research subjects and co-researchers. 
Do the research subjects acknowledge the concepts of the investigator 
as relevant to their situation, and do qualified researchers 
acknowledge these concepts as grounded, as well as relevant to the 
area of science involved7 
As said under division 1, Wester (op.cit. p.69) considers it to be an 
important external check if the people involved acknowledge and affirm 
59 
the conceptual interpretations of the researcher which he formulated 
independently of them. According to Wester, a criterion for 
reliability is acknowledgement by the research subjects of the 
validity of the researcher's concepts. 
Regarding qualified researchers, several authors stress the importance 
of scientific collaboration. The purpose of this is not only to make 
research more productive, but also to provide check and correction by 
others of the investigator's work, during the course of the 
investigation. In interpretative research this is actually crucial 
because one of the pre-eminent variables is the observing and 
interpreting researcher himself. Moreover, adequate replication is 
generally impossible in interpretative research because of the 
uniqueness of most situations, and because such replication is nearly 
always too time-consuming and expensive (Schwartz & Jacobs, op.cit. 
p.308). Considering that adequate replication of behavior being 
studied is often impossible, Fairweather 4 Tornatzky (1977, p.204) 
mention another method of checking for such cases: "a consensus about 
the behavior that occurred in lieu of the usual correlation. In such 
cases the "reliability" of the instruments (...) is more appropriately 
considered a consensus among judges". The researcher discusses the 
phenomena and the way he sees them, together with co-researchers who 
observed the same phenomena. Justification of the researcher's 
interpretations of the phenomena is shared with the co-researchers, 
and this process can be described. Concepts which were developed in 
such collaboration may be compared to concepts and findings from other 
research. 
Re 4. Checking by qualified researchers from inside and outside. 
Did the principal researcher and his co-researchers reach consensus 
about the concrete way the concepts were developed from the data7 Were 
outside qualified investigators given the opportunity to follow the 
development of concepts and their possible application to the raw 
data, in other words, to check the researcher's work independently7 
The consensus with the co-researchers has been discussed in the 
previous paragraph. 
The above mentioned authors hardly, and then only in passing, discuss 
the possibility of including external and independent qualified 
judges; they do not explicitly deal with this kind of external 
checking and, apparently, do not treat it as a self-evident, feasible 
and normal way of checking. Thus, Glaser & Strauss (1967, p.82) merely 
emphasize the importance of describing the research findings as 
clearly and concretely as possible, in order that other researchers 
may use those findings for comparison in their own research. Concepts 
which were developed initially within one area of investigation may 
then be checked, further developed and adjusted by other researchers 
in different fields of research. This is why they stress that the 
research design should be open and adjustable. Schwartz & Jacobs 
(op.cit. p.314) discuss the eventuality that a researcher might be 
wrong, and that there is no way to demonstrate that he is not. Such an 
inability to test the results is not uncommon in barely replicable 
types of sociological research. The authors are in favor of granting 
the researcher the benefit of the doubt: "Why presume against him on 
the basis of some theoretical possibility7", and shifting the burden 
of proof to future researchers who may show he was wrong (italics 
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added by the authors). They argue that, of course, everybody should 
try to avoid mistakes and errors, but that such a purpose should not 
be given exclusivity within the boundaries of a certain research 
project; it should rather be achieved through cumulative research in 
which certain findings may be related to those of others. In this 
regard, they agree with the ideas of Glaser 4 Strauss. 
Critical questions regarding external checks are asked regularly in 
discussions on interpretative methods of research. An often heard 
question about any given interpretation is: may the data and the 
results be interpreted differently7 
Van Leeuwen (1973) wrote extensively on similar questions concerning 
the scientifc value of psychoanalysis. The following illustration is 
for the most part based on his discussion. 
A situation in which people say "good night" to each other can 
be interpreted in many ways which are not mutually exclusive: 
- as a vibration of air (a physical science interpretation); 
- as wishing a good night; 
- as a secret code in which the real meaning of the words is 
different from their appearance; 
- as teasing someone who behaves sleepily at an unusual time; 
- and so on. 
If "good night" is said within the context of people going to 
bed at 11 p.m. and wishing each other good night, then it is 
plausibe to interpret it conventionally. 
However unusual and perhaps even bantering such a list of inter-
pretations may look, it emphasizes that reflection on greatly varied 
possibilities with respect to interpretations is indispensable for 
analyzing texts. 
Does the illustration mean that a researcher may go in any direction 
with his interpretations9 Certainly not, rather the opposite. The way 
in which a researcher may interpret any spoken or written text is 
analogous to what van Leeuwen explains about interpretations in 
psychoanalysis. A psychoanalyst's observations of a patient are never 
unequivocally connected with one single meaning of one single piece of 
data. The meaning of each single piece of data in a psychoanalytic 
context always depends on the meaning of other data within the 
complete configuration and it is the meaning of the complete 
configuration, which has to be plausible. In other words, to interpret 
a piece of data correctly, the variables of the whole context of 
exchanged meanings are of crucial importance. 
May a certain interpretation of a given configuration exclude other 
interpretations7 Not absolutely; the only thing which is absolutely 
excluded is the non-existence of the reported interpretation; this 
announcement is belied by its existence. But, because the data have 
been interpreted in the very cohesion of their configuration, it will 
generally appear to be virtually impossible to interpret the data 
differently, within the given configuration. The given interpretation 
will therefore have a plausible and tenable character. It will 
function as a pair of glasses constructed by the investigator, and 
enable other people to observe the data within the frame of the given 
configuration. Cumulative research may improve the quality of the 
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glasses or create new and better types of glasses (Glaser 4 Strauss, 
1967; Schwartz 4 Jacobs, 1979). 
The application of interpretative research has been described 
extensively in various studies (Glaser 4 Strauss, 1965; Mahler, Pine 4 
Bergman, 1975; Greeley, 1979; Van der Kley, 1983, Wester, 19B4; van 
Uden, 1985). 
III.1.2. Justification of choosing an interpretative research method 
The purpose of the present study is to describe, with the use of the 
concept of interaction repetition, a common frame in the way the 
clinic staff deals with treatment plans, and different patterns in 
this frame. 
The staff members believe they translate their general treatment ideas 
into individualized treatment plans; thus, individual treatment plans 
are in operation in a clinic with a staff having this conviction. 
These plans are carried out in interactions within a social field with 
about 200 participants: 73 patients and some 140 staff members. 
The present study concentrates on the interactions as they function 
"naturally" in the clinic. Conceptual insights into the operation of 
these interactions are insufficient or lacking; much of the available 
data are redundant and remain raw. 
It would at least show conceit and a lack of respect for the staff if 
a sociological researcher would assume that — simply because of being 
a sociologist — she could set up and test theoretically supported 
hypotheses regarding a common frame or different patterns in the 
translation of general treatment ideas into individual treatment 
plans. The same goes for eventual, different patterns in such a frame. 
1) Because of their job, staff members usually know more about 
individual treatment plans than the reseacher. "To act as if a 
sociologist knows more, is an affrontery to the knowledgeable 
person" (Glaser, op.cit. p.12). However, what staff members know 
consists for the greater part of experiential and descriptive 
knowledge; their knowledge has not been conceptualized. What a 
staff member needs is "how to handle what he knows with some 
increment in control and understanding of his area of action" 
(ibid. p.13). To conceptualize what practical people know is the 
job of the researcher; he should attempt to uncover for them the 
underlying and cohesive patterns. 
2) Studying individual treatment plans from an angle which would be 
different from the staff's perspective, would be a methodological 
mistake. In that case the study would be more concerned with the 
reseacher's assumptions about treatment plans than with the 
individualized treatment plans themselves. Then the study might 
just yield what the researcher had put into it in advance. 
As said, the staff members of the clinic have a practical and daily 
knowledge of individual treatment plans, but this knowledge is 
implicit for the most part, and insufficiently worked out into usable 
concepts- Generally, the social reality of people may be seen as a 
system which is full of meaning to them; however, they are often 
barely capable to explain the way it functions. 
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Since the present study is meant to contribute to conceptualization of 
expenental knowledge concerning individual treatnient plans, I have 
chosen a research method which is aimed, firstly, at finding the 
perspective of those involved, and, secondly, at conceptually 
reporting their experiential knowledge. The expectation is that 
finding the perspective will contribute to the conceptual explication. 
III.2. Methods applied in this study 
The methods applied in this study fall into two separate categories: 
- designing a structure for participant observation 
- the processing of data on the basis of reflection and the building 
in of controls. 
III.2.1. Designing a structure for participant observation 
The clinic functions as a factory with day and night shift work. There 
are about two hundred participating persons: patients and staff, among 
whom frequent and varied dyadic, group, and collective, interactions 
take place. The staff write approximately 1.500 A-4 pages (a standard 
paper size in Europe) per month on the treatment of the clinic's 
collective population of patients. 
Integral participant observation, by which is meant the observation of 
all treatment interactions and the study of all reports on it is 
physically impossible. Therefore, on the basis of a number of choices 
which will be justified, I have designed the following structure for 
participant observation. 
1. The research material consists of 30 treatment processes. 
2. Sources for this material are available. The sources used can be 
divided in three kinds. 
3. Material from these was collected around three points in time. 
4. The third point in time concerns the central observations which 
take place in five types of situations relevant to this study. 
The research material: selection of 30 treatment processes 
In the beginning of this study, I contemplated comparing patients with 
whom it was successfull to work according to an individual treatment 
plan to those with whom this was not successful, for whatever reason. 
However, this is not a realistic approach to the research problem 
because some individualized treatment plan is used with practically 
every patient, and, in almost all treatment processes, the plan does 
not work all the time. Thus, serviceable criteria for such a 
distinction are absent. How individual treatment plans are made and 
executed in the clinic can better be studied by comparing, per 
patient, moments when it is successful to work with an individual 
treatment plan to moments when it is not successful. 
This procedure implies that the treatment plan is studied as a process 
over a given period: the treatment process. This study examines how an 
individual treatment plan is utilized in the clinic at certain moments 
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of this process. The research material consists of individual 
treatment processes in which patients and staff members are the 
actors. 
For practical reasons, this study of treatment processes focuses 
primarily on moments in these processes which satisfy two conditions. 
The first condition is that the treatment team thinks, for whatever 
reason, that the treatment of the patient is stagnating, because it is 
no longer successful to work with the treatment plan. Secondly, the 
team must be willing to call in other staff members in order to get 
the treatment process moving again. Such moments are defined in this 
study as "moments of treatment stagnation". 
At such a moment, the treatment team and the staff carefully reflect 
on the treatment process in question in consultative discussion with 
each other. Moreover, reporting on the treatment process is frequently 
intensified. Because of this formally held discussion and the 
intensification of reporting, it can be expected that the treatment 
process becomes more accessible to study at such a moment than during 
its normal course. 
Thus, the study focuses on stagnations which the treatment team 
signals as a team. It does not focus on stagnations which may occur 
between a patient and an individual staff member. 
Given that the staff of the clinic is fairly consistent in its methods 
of working, it seems justifiable to take for granted that the 
stagnation of the treatment process and the attempts to get it moving 
again do not deviate fundamentally from what the staff experience and 
do with the patients day in and day out. Stagnating and getting 
started again occur once or more than once in all treatment processes. 
The treatment processes 
The material of this study consists of 30 treatment processes of which 
the following elements are described: 
- characteristics of the 30 treatment processes 
- characteristics of the 30 patients 
- characteristics of the staff members involved in the 30 treatment 
processes. 
Data for this study were collected between July 1979 and May 1982. 
Initially, it seemed realistic to allow two years for the data 
collection, and to collect data from 30 treatment processes within 
this period. But this appeared to be impossible because more time had 
to be spent on the necessary operations. The number of 30 could be 
maintained by allowing a year longer for the data collection than was 
originally anticipated. 
Appendix I consists of fictitious names of the 30 patients. The 
numbers 1 to 30, added to the names, correspond to the order in which 
the treatment processes in question were included in this study. 
A discussion on a stagnating treatment qualified for study under two 
preliminary conditions: first, that it took place during my presence 
in the clinic, i.e. not during my vacations; and second, that I was 
informed of the discussion early enough to be present at it. This 
raises the question of whether treatment processes selected are 
representative of the clinic's treatment processes. 
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An inventory of the patients present in the clinic during the time the 
data was collected, and therefore, of the treatment processes which 
could have been included in this research but were not, yields the 
following picture. 
1) Of the patients present in the clinic on or after July 1, 1979 and 
who had left the clinic by May 31, 1982 (n = 43), there were two 
cases where it was impossible to determine whether the staff had 
ever organized a consultative discussion on treatment stagnation as 
defined in this study. In the remaining 41 cases such a discussion 
did occur. 
2) Of the patients present in the clinic on or after July 1, 1979 and 
who had not yet left the clinic by May 31, 19B2 (n = 54), there 
were 31 cases where such a discussion was found to have occurred. 
The remaining 23 cases concerned mainly patients who had only been 
in the clinic for a short time when the collection of the data was 
concluded, which lowers the probability that such a discussion took 
place. Usually, treatment teams first try to get the treatment 
process underway by themselves before calling in staff members from 
outside the team. 
3) The occurrence of some forms of consultative discussion is 
registered more or less systematically while other types are 
registred arbitrarily or not at all. In other words, the fact that 
one cannot find a discussion report, need not mean, per se, that no 
discussion took place. 
4) The actual stagnation in treatment researched in this study (n = 
30) took place: 
- with 11 patients during the first year after admission 
- with 7 patients during the second year after admission 
- with θ patients during the third year after admission 
- with 2 patients during the fourth year after admission 
- with 2 patients during the fifth year after admission. 
Such a stagnation may take place repeatedly and may occur in both 
the early and late phases of a treatment process. 
The above considerations give sufficient grounds for positively 
answering the question of representativeness. 
The patients 
This study focuses on the treatment process of 30 patients: 
- 27 men en 3 women; 
- 24 patients older than 21 at the day of admission (with an average 
age of 27 years, and a spread of 21 years, 5 months to 38 years, 9 
months); 
- 6 patients under 21 at the day of admission (with an average age of 
18 years, 7 months, and a spread of 16 years, 5 months to 20 years, 
5 months). 
These patients were admitted to the clinic from 1976 through 1981. 
The reason for admission to the clinic was in offenses such as those 
reported below. (Several patients were sentenced on the basis of more 
than one offense, so that the total number is more than 30). The 30 
cases involve the following: 
- 10 of manslaughter or murder 
- 5 unsuccessful attempts to kill another person 
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- 7 of rape and/or severe maltreatment 
- 2 of extortion 
- 4 of arson 
- 3 of vandalism 
- 1 of driving under the influence 
- 5 of burglary 
- 1 of fraud 
The choice of these extremely general and non-technical descriptions 
of the offenses is intentional, since the only thing pertinent to the 
present study is that these 30 cases involve, as a rule, acts which 
have seriously threatened the safety and life of others. A precise 
legal definition of the offenses would involve us in an unnecessary 
discussion of details of criminal law. 
With regard to psychiatric diagnosis, it is relevant that the Dutch 
Government officially uses the ICD-9 (International Classification of 
Diseases, 9th revision) for the sake of patient registration in 
residential mental health care ("Patientenregistratie Intramurale 
Geestelijke Gezondheidsszorg" - PIGG) in which hospitals can 
participate voluntarily. 
According the ICD-9, the thirty patients received the following 
diagnoses in the clinic (a maximum of three diagnoses may be 
registered per patient): 
298.40 psychogenic paranoid psychosis lx 
301.00 personality disorder (no other specification) lx 
301.50 hysterical personality disorder lx 
301.70 personality disorder with predominantly 22x 
sociopathic or asocial manifestation 
301.90 unspecified personality disorder 5x 
302.20 pedophilia lx 
302.60 disorders of psycho-sexual identity lx 
302.90 unspecified sexual deviation and disorder 3x 
303.00 alcohol dependence syndrom 9x 
304.00 drug dependence morphine type lx 
304.40 drug dependence amphetamine type and other lx 
psycho-stimulants 
304.70 drug dependence combination morphine type and any othei 2x 
305.70 non-dependant abuse drugs amphetamine type lx 
348.10 anoxic brain damage lx 
Within the clinic, these psychiatric diagnoses serve exclusively for 
administrative purposes. 
Staff members involved in the 30 treatment processes 
The composition of the staff has been discussed in chapter 1.3. During 
the period of data collection, a number of changes took place, 
particularly among group leaders. Of the approximately 50 group 
leaders who were connected with the clinic in July 1979, 10 were still 
acting in the same capacity in May 1982. In the meantime, four of the 
group leaders became general coordinators, two became 
psychotherapists, and three became supervisors and/or social workers 
for outside relatives of patients, all within the clinic. The 
remaining 30 or so group leaders left the clinic during these years 
and were replaced by other people. 
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Changes took place in other categories of staff relevant to this study 
as well, but on a smaller scale. The number of psychotherapists among 
the staff increased from two to four. 
The present study has involved patients from all nine treatment teams. 
Sources used 
In executing the present study, it was possible to gain access to all 
necessary information available in the clinic. As in the situation of 
Garfinkel (1984, p.187), who did research on clinic records in an 
out-patient psychiatric clinic, I had no problems with having access 
to the files. Like Garfinkel, I had the optimistic expectation that it 
would be possible to "get the information from clinic folders that we 
needed". 
The information available in the clinic is varied and extensive. To 
illustrate its description, specimens of different types of data have 
been added as appendices. The guiding principle in the selection of 
these specimens was to exhibit an "average" example. Of course, no two 
patients, staff members, meetings, reports or work days, etc. are 
identical, but some people and events invariably make more of an 
impression and remain in the memory longer than others, and the 
collection of these more "impressive" specimens was avoided. 
In the present study, patients are not the principal subjects although 
they play a certain role. Nonetheless, they have a right to complete 
anonymity and unrecogmzability. Because of readability, and because 
people are concerned, the 30 patients whose treatment processes were 
investigated were provided with a fictitious surname — with the 
addition of "Mr." or "Mrs.", the forni of address used in clinic 
reports — instead of a coded notation or number. Names of one 
syllable were chosen which occurred ten times or more in one of the 
municipalities in the Utrecht telephone book. Names which had ever 
turned up in the patients' register of the clinic were avoided. 
Patients other than these 30, likewise, were given a one syllable name 
with a prefix. 
Staff members also have a right to anonymity and unrecogmzability. 
However, given the character of the study, with its emphasis on the 
functioning of the staff, it is more obvious to indicate staff members 
by their functions than to give them fictitious names. In doing so I 
could not avoid that some staff members lost their unrecogmzability. 
I discussed this conseguence with those who play a frequent role in 
this study. None of them objected to my method. 
The sources may be divided into three kinds: 
- data available in the clinic: 
- data put together by the investigator; 
- reports of the investiaators interviews 'Mith staff members. 
Data available in the clinic 
These data consist of: 
- earlier reports which were made before the patient was admitted; 
- data which were produced in the clinic. 
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Earlier reports - the personal file and the criminal file 
When admission of a patient is requested, the clinic receives the 
patient's files beforehand: the personal file if it exists and the 
criminal file. 
- The personal file (appendix II) may contain any reports made on a 
patient on behalf of judicial authorities, until the moment of 
admission. This file may contain from one to more than twenty 
reports. 
- The criminal file (appendix III) contains all reports relevant to 
the criminal case which resulted in the eventual admittance to the 
clinic. The composition is varied and the total volume is very 
variable. 
When a patient is admitted to the clinic, a staff member of the 
treatment team makes an abstract of these reports as an introduction 
for the staff (appendix IV). The abstract is called "past history", a 
somewhat pretentious and not completely accurate appellation, given 
that a person's history contains more than what is written about him. 
In the past, the abstract was made by a group leader of the group into 
which the patient was admitted. However, because of the great 
investment of time involved in its preparation, the abstract was not 
infrequently omitted. When the importance of such an abstract and the 
large investment of time became more apparent during this study, its 
preparation was taken over by a supervisor in 1981. 
Data produced in the clinic. 
Data produced in the clinic may be classified as follows: 
- data which function primarily as current information; 
- data intended as documentation. 
An important feature of all data concerns the clinic's custom of 
always using people's names. If someone happens to omit a name, it is 
invariably asked for, particularly in times of discord, which often 
manifests itself by a tendency to speak in stereotypes like "the 
group", "the supervisors", "the group leaders", etc. (Savalle & 
Wagenborg, 1976, p.393). Due to this custom, the data offers a 
remarkable amount of concrete information regarding the persons 
speaking and interacting. 
In written reports, the clinic uses surnames of patients and staff 
members, always accompanied by "Mr." or "Mrs.". In most situations of 
social intercourse between patients and staff members, first names are 
used. 
Information 
Each work day, three items with informative data are produced. 
1) "The minutes" - evening edition (appendix V). From its beginning in 
1955, the clinic has made minutes of daily staff meetings, and 
distributed the report to staff members on the same day, whenever 
possible. It had been a suggestion from Dr. Thomas Main of the 
British Cassel Hospital, to record staff decisions and the grounds 
on which they were made. 
Over the years, all sorts of other information was added to the 
report but, for the collective information, the name "minutes" has 
remained. The purpose of the "minutes" is to keep treatment 
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information maximally accessible to the whole clinic staff (see 
chapter 1.3.1). 
The volume vanes per day; usually it consists of 40 to 80 A-4 
pages (see III.2) written by staff members (with the exception of a 
few reports on meetings which are recorded by secretaries), and 
reproduced by the clinic's central office. Publication still takes 
place at the end of the day, with the same timeliness as in the 
past. 
2) "The noon edition" of the "minutes" (appendix VI) for patients and 
staff members. This edition is produced by patients supervised by 
the administration workshop supervisor. The edition appears around 
noon. 
3) "The morning bulletin" (appendix VII) for patients and staff 
members The bulletin is prepared by the general coordinator on duty 
and the secretary of the clinic community, a position filled by a 
patient. The secretary types and reproduces the bulletin at 8.30 
A.M. Its purpose is to quickly inform patients and staff members at 
the beginning of the day about the most important occurrences 
during the last 24 hours in the clinic. Incidents which took place 
are reported concretely, and with names. In this way, the rise of 
rumors in the clinic can also be kept under reasonable control. 
Reports on various discussions are published in the "minutes", among 
other things. The summary of the "minutes" given below provides a 
general picture without pretensions of completeness. 
- The report of the daily staff meetings (appendix VIII), usually 4-8 
pages in length, with a variable number of subjects discussed. A 
secretary makes a summary report of these meetings. 
- Weekly discussions held by separate treatment teams (appendix XII), 
reported by a team member. 
- Reports of evaluation discussions, which take place with each 
patient in the presence of his group mates, usually on a monthly 
basis. Often, one of these patients prepares the report (appendix 
XIV). The treatment of patients in the intensive care is usually 
evaluated individually, on a weekly basis. A group leader makes the 
report (appendix XV). 
- In addition, the "minutes" contain data on individual patients. 
These data are classified per group and per patient and published on 
a fixed day of the week (see appendix V). With patients in the 
intensive care ward, publication is daily. 
The "minutes" have constituted far and away the most important source 
of data for the present study. 
Documentation 
The documentation on treatment processes consists of data, three 
categories of which are important to this study. Like the personal and 
criminal files, the documentation is maintained by the medical 
registration department. 
1) The "clippings" (appendix XVI). All data mentioned before under 
"information", are cut, sorted per patient, pasted up and kept. 
(Data are also kept by subject). Depending on what is said, 
discussed, or written, the volume of "clippings" about a patient 
may range from a few to scores of pages. If a patient is in the 
intensive care ward, the number of "clippings" increase 
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considerably because of the custom of making daily reports 
(appendix XVII). 
2) The case history called "status" (appendix XVIII). It is written 
monthly by a group leader of the treatment team, and checked by the 
treatment supervisor. 
3) The clinic's advice, every one year or two, on whether to extend 
involuntary admission (appendix XIX). The advice which is usually 
3-4 pages of length, is first drafted in outline by a group leader 
and then worked out by the supervisor. According to law, the advice 
must be signed by a psychiatrist. 
Data put together by the investigator 
In some respects, the available information seemed incomplete and 
unprocessable without a number of operations beforehand. 
1) Particularly because of their volume, it was necessary to make 
report of staff meetings accessible. This was done by numbering the 
remarks of staff members and underlining their names, in the 
original report (e.g. see appendix XI). 
2) The summary reports which secretaries make on staff meetings often 
seemed to offer an insufficient handhold. Therefore, I attended the 
meetings investigated with a tape-recorder and afterwards made a 
supplement to the report of the secretary. By cutting and pasting, 
I synthesized the two reports, so at least the numbered remarks 
belonging together were collected on the same page and could be 
read up and down (appendix IX). 
The secretaries' reports are usually rendered in the indirect mode. 
The supplements were recorded correspondingly. Given the use of the 
indirect mode, these reports do not have the same verbatim 
character as the reports on "indication staff meetings" (appendix 
XI, to be discussed in one of the following paragraphs). Questions 
which arise about the use of the indirect mode are dealt with in 
section 2.2 of this chapter. 
3) On two types of discussions (to be considered under "observation 
situations", in one of the following paragraphs), either no reports 
are made, or just a few notes on agreements. After having been 
given permission by those present, I tape-recorded a number of such 
discussions and typed them up later on, m the interest of the 
study. For one thing, there were few provisions for asking other 
people to do this. For another, a temporarily assisting secretary 
was apparently so accustomed to making summary reports that — 
despite instructions to type the audio-tapes verbatim — she 
inadvertently omitted passages which were important to the study, 
particularly those involving staff members and not patients. Later 
on in this study, it will become evident how this behavior is 
characteristic for the clinic's climate of work. 
These reports, like the supplemented reports on staff meetings, are 
complete, in that no items were omitted, but not verbatim. 
Reports of the investigator's interviews with staff members 
The following types of interviews took place: 
- open interviews with 18 group leaders and 5 staff members from the 
supervisor or social worker category. The interview reports were 
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summarized from audio-tapes by a secretary. 
- 35 semi-structured interviews with various staff members, including 
group leaders, supervisors, the senior psychotherapist and the 
psychiatrist director. These were held with the use of a tape-
recorder and typewritten by the investigator. 
- 26 informally held interviews during coffee-breaks, primarily with 
group leaders and supervisors. These were conducted by the 
investigator without direct recording and were written down 
immediately afterwards (to be discussed in chapter V; see Dalton, 
1964). 
In the clinic, much discussion takes place during work breaks, outside 
of the formal staff meetings. Such informal discussion is inherent in 
the organizational structure (chapter 1.3.1). Particularly in order to 
create sufficient opportunities for such discussion, the staff have 
their coffee-breaks at the same time and in the same room. (The 
patients have their breaks someplace else). During these breaks, 
treatment discussions frequently occur, which are not recorded, unless 
someone makes notes on his own initiative. Every staff member, 
including the investigator, may be present at and take part in such 
discussions, whether by chance or by design. 
Researching recorded data, one will inevitably be influenced by 
information obtained from such discussions, even without being aware 
of it. Given the scope and frequency of such discussions and their 
many participants, it was impossible to record them systematically. 
When bits of information seemed pertinent to the present study, I 
sometimes recorded them as dated notes on file cards. In developing 
analyses, it was sometimes possible to use such recorded information 
(see section 1.1 of this chapter). 
Observation points 
The abundance of data made it necessary to select moments for 
observation. Initially, seven points in time were chosen. However, 
from the viewpoint of data-collection alone, this number appeared too 
large for one investigator; this applied a fortiori to the processing 
of the data. In addition, these seven points in time concerned both 
the planning and the execution of treatment. It seemed preferable to 
focus first on the observation of planning.Therefore, the number of 
observation points was reduced. In the end, observations were done on 
three points in time, two of which served as points of control. 
The seven initial points of observation 
Given the range of materials, and the fact that a treatment process is 
by nature fluent and takes place in time, it was necessary to 
establish points of observation. Initially, data were collected at the 
following seven points in time: 
1) preceding the first meeting with the patient: about the personal 
and criminal file. 
2) at the patient's admission to the clinic: the way in which staff 
members had processed the data from these files. 
3) during the "indication staff meeting" (see below), about six weeks 
after admission: a staff meeting together with the patient, 
intended to formulate the treatment plan. 
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4) the actual moment of treatment stagnation and the reflection on it. 
Such reflection is intended to lead to a resumption, and eventual 
adjustment, of the treatment plan, by placing the patient in the 
intensive care ward (to be explained in one of the following 
paragraphs). 
5) at the moment when the patient's stay on the intensive care ward is 
over: about the resumption of the treatment plan. 
6) four weeks later: follow-up about the intended improvement. 
7) four months later: follow-up about the intended improvement. 
Confining and directing the observation 
After a period of time, I appeared to be unsuccessful in obtaining 
insight into the individual treatment plan. I decided to drop the last 
three points of observation, 5) through 7), because these involved the 
execution of the treatment plan in interaction with the patient, and 
not its making. 
After this decision had been made, it gradually became apparent that 
data about the reflection on individual treatment plans were available 
almost exclusively in reports on discussions, and not, or only 
fragmentanly, in the many other clinic papers as have been described 
in a previous paragraph. Once this had been established, attention was 
directed primarily to studying discussion reports. From that moment 
on, I started focusing the study on reports on the staff's 
reconsideration of a certain treatment plan at a moment of treatment 
stagnation, i.e. at one given moment. Data from the first three 
remaining observation points were used as checks on the content of 
these reports. To illustrate concretely, data on the original 
observation point 2), namely, admission to the clinic, were used as a 
check on the original observation point 3), the "indication staff 
meeting": to what degree do the issues brought up by the staff during 
the "indication staff meeting" (see below), seem to correspond to the 
staff's abstract of the earlier reports7 
The definitive moment of observation 
So, ultimately, the treatment process was not studied as a process but 
at a moment. The essential research material consists of the authentic 
and dated information collected during the stagnation of, and 
reflection on, individual treatment plans. Data available before the 
first meeting with the patient are studied as comparison material, 
meant to act as a control on earlier interaction repetition between 
the patient and others. Data available at the time of the formulation 
of the treatnient plan together with the patient, i.e. after his 
introduction into the clinic, are studied as comparison material meant 
to act as a control on earlier interaction repetition between the 
patient and the clinic staff. 
Data available before the first meeting with the patient 
The personal and criminal files were studied to acquire insight into 
the interaction disorders between the patient and the people in 
his/her earlier environment, and into the repetitive character of 
these disorders. This is fully discussed in section 2.2. 
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Formulating the treatment plan 
Six weeks after admission to the clinic at the latest, a meeting is 
held with each new patient about his treatment and the indications for 
treatment: the so-called "indication staff meeting" (appendix XI). 
This meeting is based on extensive written preparation by the patient, 
his group leaders indiwidually, the social worker who got acquainted 
with his relatives, and the teachers who already started working with 
him. All these people sit around a table. In a larger circle around 
them sit the remaining staff members. A tape-recording and a verbatim 
record (15-20 pages) are made of the discussion which lasts one hour. 
The patient has access to the tape and receives a copy of the report. 
In the personal and criminal files, the patient is the object of the 
investigation, i.e. the reports consist of other people's inter-
pretations of the patient's behavior and experiences. In contrast, the 
verbatim report on the "indication staff meeting" offers the 
possibility to directly observe verbal interactions between the 
patient and the staff members. 
In all thirty treatment processes studied, the interactions noted in 
the report on the "indication staff meeting" bear a striking 
resemblance to earlier interaction processes between the patient and 
his environment, as well as to the actual treatment stagnation. 
Interaction repetitions appear to be definitely identifiable. In 
addition, these reports show that staff members usually are capable of 
identifying interaction difficulties between the patient and them-
selves during this meeting, in terms of repetition behavior of the 
patient. Together with the patient, the staff try to clarify the 
significance of the patient's behavior. Apparently, the patient's 
repetition behavior is not only recognizable by thorough and 
systematic study of previous reports. The repetition behavior may also 
be recognized on the spot, by the experienced treatment staff 
interacting with the patient. 
Treatment stagnation and reflection on the treatment plan 
Actual treatment stagnations which are consultatively discussed, form 
the occasions for studying treatment processes. Thirty specified, 
individual treatment stagnations, formulated by a certain treatment 
team, were investigated. In order to find alternatives for getting the 
treatment process moving again, the treatment team wants to discuss 
certain stagnations with staff members outside the team. In the 
present study, the resulting consultative discussions will be 
conceived of as concrete translations into an individual treatment 
plan, of the clinic's views on treatment, at one moment of the 
patient's treatment process. 
The observations: five types of situations 
The situations chosen for observation relate to the moment at which a 
treatment stagnation is diagnosed and reflection on the treatment plan 
takes place. Observations were performed in the following five types 
of situations: 
- admission to the intensive care ward 
- role-playing 
- "defense staff meetings" 
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- consultation 
- staff meetings together with the patient involved. 
Admission to the intensive care ward 
Initially, the data collection related exclusively to treatment 
processes in the intensive care ward. This ward had originally been 
intended, and still is, for patients whose treatment processes 
stagnated, partly due to interaction with other patients in their 
group. Patients on this ward stay in separate rooms. Within the 
framework of the treatment plan, they follow a program of activities 
which have a predominantly individual character. Each patient's 
contacts with other people, such as relatives, friends, and fellow 
patients, are controlled by the staff. The ward has eight treatment 
places and is manned by eight group leaders who are detached from 
their own treatment teams to the ward, in turns, for half a year or 
longer. There is also a coordinating group leader. 
This ward was chosen as a field of research because it is small and 
relatively surveyable. It produces a lot of data on its patients. 
Moreover, I had built up good work relationships with its group 
leaders, during the last few years. 
In 1979, it seemed realistic to expect that about 15 patients per year 
would be temporarily placed in this ward. In addition, the clinic felt 
that such a placement policy would make a suitable use of the ward. 
Without any intervention in the clinic's normal procedures, it would 
have been possible in approximately two years time to investigate 30 
treatment processes at the moment of stagnation and of reflection on 
how the treatment plan could be adjusted. 
The decision to admit a patient to the intensive care ward is normally 
taken in a staff meeting. As told, a secretary would make a summary 
report of the discussion, which was eventually supplemented by the 
investigator. The length of a staff discussion on placement in 
intensive care vanes, from five minutes to more than half an hour. An 
attendance of twenty to forty people is normal. Within the present 
study, ten reports of such discussions were investigated. 
After a year, it became apparent that the circulation of patients on 
this ward was much smaller than had been anticipated. This affected 
the data collection. In a discussion with the clinic administration, 
it was decided to involve other treatment processes as well. From this 
moment on, a new criterium for investigation became operative: 
whenever a treatment team identified a stagnation in a treatment 
process and wanted to consult with other staff members, the situation 
was defined to be a treatment stagnation suitable for investigation. 
Thereafter, data collection was no longer a problem. 
The investigation of certain factors which could play a role in the 
treatment team's decision to call in other staff members for 
consultation was also contemplated, but this idea was abandoned, due 
to shortage of time. A trainee graduate student in social psychology 
investigated certain factors regarding the decision making of 
treatment teams (Van den Boom, 1981). 
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Role-playing (app. XX) 
Every week for two hours, staff members have the opportunity to engage 
in a role-play under the guidance of a staff psychotherapist or an 
expert in group dynamics. The purpose of role-playing is to 
investigate the nature of the difficulties which a treatment team is 
experiencing in interaction with a patient, and to investigate and/or 
practice alternative interactions; usually both. The number of staff 
members present during role-play varies from two to fifteen. Group 
leaders, who are involved with the patient day in and day out, almost 
always seem to have a talent for imitating the behavior of the 
patient. They do this in such a way that "real life" interactions 
arise before the eyes of those present, which can help clarify the 
difficulties. An important advantage of role-play - during which video 
equipment may be used - is the added opportunity of observing 
non-verbal aspects of interactions. Frequently, the group leader is so 
close to the patient that, without being fully aware of it, he is able 
to convincingly imitate the patient's mannerisms, intonation, and 
interactions. 
When a suggestive intervention for an alternative interaction with the 
patient is given and tested during role-play, it often has a 
surprising effect. At this moment, the protagonist (the one who plays 
the role of the patient) is no longer capable of playing his role, 
although until then, his demonstration of the patient's behavior and 
reactions was "true to life". The protagonist becomes unable to 
project himself into the patient's reaction. The suggestion then 
indicates a plausible alternative, at least, instead of what is 
familiar and repetitive in the interaction. If only as something new, 
the alternative is worth trying. 
Under normal circumstances, no report is made on the role-play, 
because it is regarded as a situation for staff members of safe 
learning and practicing, i.e. unhindered by fears that faults may be 
criticized by outsiders. Each time, I asked and received permission 
from the participants, for reporting. 1 made the verbatim reports on 
ten role-plays myself. 
The "defense staff meeting" (appendix X) 
A staff meeting may be used explicitly to investigate if and how staff 
members play a role in a treatment process which docs not advance. The 
stagnation may have to do with staff behavior which is manifested in 
defense against behavior which a patient uses to mask his problems; 
therefore, the meeting is called "defense staff meeting", in the 
colloquial speech of the clinic. Thirty to forty staff members are 
present at these one hour meetings. A summary report is made by the 
secretary, ten of which have been supplemented by the investigator for 
the purpose of this study. 
The consultation (appendix XIII) 
A consultation with the clinic's former director in her capacity as an 
experienced forensic psychiatrist is a special variation on the 
treatment team's discussions. In this case, the discussion between the 
treatment team and other staff is limited to one person. A 
consultation lasts one hour and is reported in short notations or 
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agreements, by a team member. Such consultations are announced at the 
spur of the moment, I usually did not hear about them until 
afterwards. That is why it has not been possible to study more than 
one report made by the investigator for the purpose of this study. 
Staff discussion with the patient involved (see also appendix X) 
Sometimes during the treatment, the staff want to invite the patient 
to their discussion. This is the usual procedure when a probation 
proposal to the Department of Justice is considered, which means that 
treatment will continue on an out-patient basis. 
It is pertinent to the present study that the staff sometimes invite a 
patient to a staff meeting when the treatment team think they can no 
longer work with him; for example, if the patient believes he is "fit 
for society" and the team does not. This may be conceived of as a 
treatment stagnation. 
This kind of discussion between the staff and a patient takes about 
half an hour and is usually attended by twenty to thirty staff members 
and a fellow patient It is tape-recorded and the secretary makes a 
verbatim report. Both the tape and the report are accessible to the 
patient. Three such reports were investigated for this study. 
Summary of the observation structure 
The study involves 30 "snapshots" of treatment processes. 
In 25 treatment processes, 29 largely verbatim reports of the 
stagnation discussions were available. (There are 29 instead of 25 
reports because with 4 patients both a "defense staff meeting" and a 
role-play took place, which were intended to be connected. In these 4 
cases the two reports were regarded as belonging to the same moment of 
treatment stagnation). 
In 5 treatment processes, it was impossible to make a verbatim report. 
These processes belonged to the initial phase of the present study. 
They were given much attention and contributed significantly to the 
development of the study, but the patients concerned left the clinic 
without the occurrence of another recordable discussion on the 
stagnation of their treatment. In these five cases, several extensive, 
though not verbatim, reports written by a secretary were used instead. 
III.2.2. Processing the data 
Two research questions provided the guidelines for processing the 
data: 
1. Is it possible, by using the concept of interaction repetition, to 
describe a common frame in the way the clinic staff deals with 
treatment plans7 
2. Is it possible, by using the concept of interaction repetition, to 
describe different patterns in the way the clinic staff deals with 
treatment plans7 
The following two phases can be distinguished in processing the data: 
- processing the raw data 
- analyzing the arranged data with the help of an appropriate and 
specific scheme of analysis. 
76 
Processing the raw data 
The processing of the raw data will be discussed in four subphases: 
- initial processing operations 
- experiences with the initial processing 
- organizing the data into four categories 
- experiences with information organized according to the four 
categories. 
Initial processing operations 
As described in the previous section, an extensive and varied amount 
of written data exists about all treatment processes. Looking at the 
first treatment process within the present study, I tried to get a 
picture of the actual treatment stagnation, by reading all sorts of 
reports on the patient; in other words, to visualize the actual 
treatment stagnation through mentally "taking the role of the 
treatment team" (see section 1.1 of this chapter). 
Data on the treatment of an individual patient may be found first of 
all in the "minutes". The search for these data may be compared to the 
way one searches for news on a particular subject in a pile of 
newspapers of the last week. One leafs through the "minutes", looking 
at reports by the treatment team, reports of staff meetings and other 
discussions, evaluation reports, and so on, for information about the 
treatment of the patient concerned. 
The case history also contains data on the treatment, as does the 
advice on extending the TBR. Certain detailed information, such as on 
which part of the treatment program a patient is working or not or 
which relatives are visiting, are not in the "minutes". For this, the 
"afternoon edition" must be consulted. 
All data must be studied from a dual perspective, described in section 
1.1: the perspective of the staff members and the perspective of the 
investigator. The treatment staff interacts with the patient and also 
has a perspective on this interaction (chapter 1.2.3). The 
investigator's first aim is to discover this perspective. But, the 
subject to be investigated is the interaction between the staff and 
the patient. Given that the staff members are interaction partners, 
the investigator is not allowed to confine herself to their 
perspective. She must study the interaction from her own perspective, 
which in the present study is a perspective such as described in 
chapter II. 
All things considered, the staff members produce a tremendous amount 
of reports about every patient and, moreover, are not accustomed to 
expressing their reflections on treatment processes verbally and 
explicitly. Therefore, it was necessary to study the data not only 
with an eye to their content, but also for what could be read about 
treatment considerations between the lines. Studying the data from 
such a dual perspective reguires careful and critical reading. 
Data from the first eight treatment processes were worked through as 
described, in order to find out what treatment plan the treatment team 
and staff had, and had originally had, in mind. 
In the first treatment process studied, certain details could be 
ascertained, e.g. that some reports on evaluation meetings — which 
had probably not taken place — were missing. But, because of their 
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fragmentary nature, the "minutes" and the "afternoon editions" proved 
to be insufficient for visualizing the treatment stagnation and 
finding my own perspective on it. 
Initially, I assumed that a relative lack of familiarity with the 
patient and his treatment plan was playing against me. Staff members 
who have daily intercourse with a patient might be extensively 
acquainted with the treatment plan and presume that other staff 
members have the same information at their disposal. If such were the 
case, then a lot of knowledge would be taken for granted and not 
explicitly recorded by them. To fill the supposed knowledge gap, I 
read every report from the time of admission on, particularly the 
abstract of the past history, the monthly written case history, and 
the reports on monthly evaluation discussions. In doing so, I expected 
to acquire the same information as I believed the treatment team to 
possess. Nonetheless, reading these reports did not enable me to 
visualize the interactions between this patient and the staff; the 
reports furnished insufficient insight into the treatment plan. This 
visualization became feasible only after studying the personal and 
criminal files. In other words, an inventory of everything known about 
the patient before his admission to the clinic offered cohesion in the 
patient's life history and treatment history, as well as in the actual 
treatment interactions. All sorts of actual occurrences described in 
the daily reports, became comprehensible in the light of the integral 
history of the patient's life and treatment. This finding made me 
decide to investigate from now on all data mentioned here, the 
personal and criminal files in particular, for each treatment process 
to be studied. 
From the beginning of the present study, these data were processed 
into a chronological survey of the patient's life and the course and 
progress of his treatment. Besides this chronological reconstruction, 
a synopsis was made of various data, such as the safety risks to 
others, the patient's personal development, his contacts with people 
in his personal environment, and his social intercourse with staff 
members — subjects which are considered important by the clinic. 
A careful chronological reconstruction is important because it often 
furnishes data which are not described as such. 
If small fragments are gathered and chronologically arranged, 
the reports on Mr. Goes indicate that he was the second son of 
parents who were forced to marry when they were still under age, 
who lived with the mother's parents, and who, after 14 years of 
marriage and raising a family of five children, came into 
possession of a more spacious residence, namely a four room 
apartment. 
This information may, at the very least, lead to a conversation 
with the patient and his relatives about the living conditions 
in which the children grew up; about the grandparents' influence 
on the upbringing of the children, the relationship between 
parents and grandparents and its eventual, inherent tensions — 
subjects which were not mentioned at all in the reports. 
Initially, I made the synopses guided by my intuition and experience 
of what seemed pertinent to the kind of treatment occurring in the 
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clinic. A system developed for these synopses will be discussed later 
on. 
After completion, the synopsis was sent to the treatment team and to 
other staff members involved with the patient, as well as to the 
directors of the clinic and the staff psychotherapists. There were 
four reasons to do so: 
1) In 1979/1980, an abstract from the personal and criminal files had 
not be made, or in a very summarized form only, in most cases. I 
had to make an abstract myself and, once the data had been 
chronologically arranged and recorded, I could not think of any 
reason not to put them at the disposal of the treatment team. The 
same applied for the synopses of the treatment processes. 
2) The staff members were given the opportunity to correct the 
abstracts and synopses, if necessary. This provided an effective 
check on the researcher's rendering of the report material. 
3) Invariably, making a synopsis evokes insight which may frequently 
lead to valid predictions about a patient's behavior. The 
investigator should not possess such insights in isolation, because 
she is not in a position to use them in treatment contacts. A 
researcher in the role of Cassandra, prophetess of disaster, will 
impede the treatment as well as the investigation. 
4) For purposes of the study, good working relationships should be 
maintained with the staff members whose words and behavior one is 
trying to understand and correctly record. The investigation was 
guided by the principle that the staff members should be able to 
regard the final results of the present study as "old hat", since 
these had already been offered fragmentanly along the way, through 
the surveys and synopses. 
These synopses and all those produced later were written in such a 
form that a treatment team could read them together with a patient, if 
so desired. I have been conversant with this method of writing since 
1964. The form has two advantages. First, the compiler of the synopsis 
supplies herself with a means of control by keeping the reports 
concrete and based on fact, and by writing the reports not from her 
own perspective but from the perspective of those involved. To 
illustrate: 
A synopsis should not read: "In the past, he could not be 
managed at home", but: "The Child Protection Agency writes in 
its report of 1 9 — that he was difficult to manage at home". By 
Hoefnagels (1974, p.22), this is called "faithful to reality 
reporting, by the use of a subjective method". 
Second, for a good beginning of a treatment, the clinic believes it is 
necessary to start from a relationship which is as clear as possible. 
It is considered harmful to the treatment if staff members have all 
sorts of information while the patient does not know who knows what 
about him. In 1982, during a meeting together with patients, the 
nature and use of previous reports was discussed. By discussing the 
content of their reports together with a staff member, some patients 
had discovered definite mistakes in their reports, or omissions of 
important things which had happened before their involvement with 
criminal justice, or facts about their relatives, which they had been 
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kept in ignorance of. Besides, it is an empirical fact that, 
sometimes, there is a better chance of making contact with a patient 
by looking together with hini at a report or written notes, than by a 
direct conversation, without the use of a medium such as a paper 
(Roosenburg, 1965, p.18) - or an audio-tape or video-recording. 
In the process of making a synopsis, there is another reason to be 
attentive to potential mistakes and oversights made previously. An 
earlier reporter may have been inaccurate in reporting data from old 
reports or may have summarized them incorrectly. Such faults cannot 
always be attributed to chance, since they may often be plausibly 
connected to the problems which led to the patient's admission. Due to 
such mistakes, the reports often contain worthwile information for the 
treatment, provided they are read critically. 
Pages (op.cit.) emphasized the necessity to understand the staff's 
metaphorical language. The following anthology of translated "clinic 
language", together with illustrations of how it might be understood 
and which questions it might lead to, serves to illustrate it. 
- "We don't have harmony with him". 
(We and the patient do not agree on our purpose. Question: which 
purpose9) 
- "He has to stop at himself". 
(He is not involved with what is essential to him. Question: who 
considers what to be essential9) 
- "He must get on his legs before he ...". 
(First, the treatment process must be moving again. Question: 
what exactly is stagnating9) 
- "He does not show his pains". 
(He does not give insight in what is difficult to him. Question: 
what is the difficulty, and why9) 
- "He has to show more of his softer side". 
(He has to drop his mask of toughness. Question: in which 
behavior does the patient allow certain sides of his personality 
to be seen or not9) 
- "He is more turned-to". 
(He is more oriented to search for contact with staff members, 
nowadays. Question: how does this search for contact manifest 
itself and on what is it focused9) 
In the present study, information originating from the raw data is 
extensively used by way of illustration. Mostly, this is done in the 
indirect mode of speech which implies the researcher's interpreted 
paraphrase of spoken language. Sometimes, the direct niode of speech 
was to be preferred. Both staff members and patients (who during 
indication staff meetings and other discussions may participate in the 
conversation) may sometimes express themselves so strikingly that any 
interpretative recording would mean a loss. 
Sometimes, both modes have their drawbacks. For instance, pieces of 
paraphrased text with frequent subordinate clauses (Mr. A asked if 
..., to which Mr. В answered that ...) do not contribute to 
readability or clarity. Likewise, a problem with verbatim accounts is 
that staff members and patients do not always speak in clear, cohesive 
and concise Dutch. To be understood, the texts would need either 
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extensive referrals and explanations or a frequent use of the sign 
(...)· With data having a merely illustrative function this would be 
disproportionally accurate, and therefore distracting. Therefore, I 
felt justified in paraphrasing complicatedly formulated fragments and 
"re-rendering" them in the direct mode in a number of cases. The value 
of a text which has been paraphrased by the investigator and reported 
in the direct mode may exceed verbatim accuracy. If the rendering is 
correct, it is less ambiguous than a report of the original text. 
Besides, such processed raw data may be more suitable for study. The 
researcher's interpretation of the original text may be compared with 
the clarification by a Rogenan psychotherapist when he expresses 
correctly and emphatically what his client is conveying. A client's 
reaction to such a rendering will often be: "Yes, exactly' That is 
what I mean". 
Because of my experience within and outside the present study, I trust 
my skills in interpreting and rendering the perspective of the staff 
members. As it happened, several times a staff member came to tell me 
that something was missing in a synopsis. Such omissions involved in 
fact either details which the staff members had not emphasized in the 
scores of (sometimes: hundreds of) pages they produced, or information 
known to the treatment team but not put down into writing. Just once, 
a group leader objected to some paragraph because she felt to have 
been put into a bad light by my reporting of a certain incident. Given 
the fact that the rendering was not sufficiently exact, I corrected it 
and sent it to those who had received the synopsis. 
for the rest, staff members almost always said they considered their 
words and motives to be excellently interpreted in the numerous 
synopses in which I summarized and paraphrased their speech. The value 
of such an approval will be discussed in chapter V. 
Experiences with the initial processing 
The staff members of the treatment teams in particular were grateful 
for the synopses of the treatment processes under study, a fact which 
deserves reporting because outsiders often expect that staff members 
will show resistance if they are confronted with what they are doing 
or omitting. On the contrary, they actually said that they felt the 
synopses supported them in their work. With respect to all subsequent 
efforts towards organization, the products of which were made 
available to the treatment staff, such manifestations of gratitude 
continued. Harty (1977, p,67) had similar experiences: "We found that 
favorable, supportive attitudes were fostered when the researchers 
made prompt reports of their work to other staff (and patients) who 
had observed and perhaps participated in their work. Conversely, long 
delays or unclanty in such reporting tended to generate resentment 
and opposition". 
However, two difficulties arose which had to be resolved: 
1) how to keep the interpretation of the treatment data from being 
contaminated by the researcher's biases; 
2) how to create order in the abundance of data to be interpreted and 
in the interpretations. 
Re 1. The synopses sent to the staff gave some insight into the 
treatment history, i.e. into the past and into the status quo but not 
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into the treatment plan for the future. Therefore, staff members of 
the treatment teams were asked to elucidate their vision on the 
treatment plan. This was done through open interviews. 
Experiences with these interviews corresponded to earlier experiences 
with the study of written material: staff members were able to tell a 
great deal about the patients, but they were hardly capable of 
thematically talking about their interactions with the patient, i.e. 
about their own experiences and behavior. Therefore, interview 
protocols too had to be carefully and critically read between the 
lines; the interview reports had to be studied in a way similar to the 
one that has been described, i.e. from both the perspective of the 
staff and of the investigator. 
Interview data were conveniently arranged and related to the synopses 
which had previously been distributed. Like the synopses of the 
treatment process, they were offered as feedback to the treatment 
teams and other staff members. Staff of the treatment teams reacted to 
feedback quickly, frequently and lively. These reactions were also 
communicated to the staff, after I had synthesized them with the 
synopsis and the interviews. In the meantime, the treatment teams 
continued producing information in their normal way. 
In this way, I appeared to end up in a "spiral" of receiving reactions 
and feeding them back — with several treatment processes 
simultaneously. This method of collecting data seemed to impede the 
study of treatment processes more and more. By everything I heard and 
read as a participating staff member in the clinic, my involvement 
with the actual execution of these processes seemed to increase. 
Sometimes, the repetition of earlier interaction disorders presented 
itself so strongly to me, that I became astonished and alarmed because 
other staff members did not seem to notice them. I experienced 
something which Harty (1977, p.66) observed when he wrote about the 
"clinician who develops research interests and skills": I was plagued 
by "guilt at 'depriving' patients of needed care". 
This difficulty could be dealt with in three ways: first, by focusing 
the study on moments in time; second, by a careful use of language, in 
order to catch the staff's perspective as accurately as possible (see 
Pages, op.cit., section 1.1 of this chapter); and third, by waiting a 
few days before writing synopses and sending them to the staff. 
Feelings of excitement and indignation need time to cool off before 
one is able again to stick to established facts and desist 
from anything approaching value judgements about the staff's 
behavior. The following serves as an illustration: 
A synopsis does not report: "Patient X played on the group 
leader's feelings of guilt. The latter subsequently yielded to 
Mr. X without realizing it. This is a repetition of the 
interaction which Mr. X habitually has with other people". This 
would not be a rendering from the perspective of the staff 
members; it would be the investigator's interpretation. The 
interpretation might be accurate but would not be justified and 
therefore cannot be allowed. 
The investigator should actually report: "Group leader A 
described how he felt reproached by patient X. Mr. A then 
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permitted Mr. X to do something for which permission is not 
usually granted. Whether or not someone has paid attention to 
this interaction is not reported, no more than the significance 
which may be attached to this interaction in the light of Mr. 
X's history — in which he often pressured other people by 
playing on their feelings of guilt". 
A synopsis does not report: "The team discussion began ten 
minutes late", but, "The team discussion began ten minutes later 
than the time agreed on". The team members will get to read in a 
synopsis that they dev/iated from previously agreed lines. They 
are credited with having their own reasons for any deviation 
even if not communicated. 
The experience is that staff members take advantage of accurately 
reported observations. Team members in particular often stated that 
synopses helped them to recognize interaction repetitions for which 
they had obviously developed a blind spot. 
Still another factor contributed to resolving the problems mentioned. 
For the sake of investigation it was necessary to avoid "going 
native": I should avoid limiting myself to the staff's perspective. As 
has been mentioned, the staff used the synopses of the treatment 
reports and commented upon them. However, they refrained from 
personally engaging the investigator in these treatment processes. By 
doing so, they expressed a real interest in the present study's 
continuity which required that the investigator should avoid getting 
or remaining caught in the spiral of reactions and feedback. Although 
there is certainly something to be said for not rigidly separating the 
functions of clinician and researcher, as was indicated by Levinson 
(1957, p.646), there is always the risk "that the investigator's 
commitment to certain social aims and techniques will lead him to 
invalid theoretical conclusions, or — what is even worse from the 
standpoint of science — will lead him to engage in social action 
without a concern for scientific theory and knowledge". Usually, a 
clinically experienced investigator belonging to a clinical staff will 
be easily tempted to participate in clinical action. 
Re 2. The volume of both the early reports and the clinic reports, 
their being poorly systematized (see the related appendices), and the 
process of searching for implicit information between the lines, may 
lead to "sensory overload" after a relatively short time; then one 
loses the ability of adequately processing the written information. 
Usually, I could not read information about treatment processes for 
more than an hour or two in succession. After that, my capacity to 
survey decreased and, in consequence, I became uncertain of which 
information was pertinent and which was not. This is a serious 
impediment for interpretation of the data. 
Problems with data of records and files on psychiatric treatment are 
commonly known. Garfinkel (op.cit. p.191) who, as a researcher, had to 
cope with such problems remarked that the hospital staff was also 
bothered by them: "Any investigator who has attempted a study with the 
use of clinic records, almost wherever such records are found, has his 
litany of troubles to recite. Moreover hospital and clinic 
administrators frequently are as knowledgable and concerned about 
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these 'shortcomings' as are the investigators themselves". In the 
clinic too, the staff have been complaining about the volume of the 
communication for years, although, simultaneously, they believe they 
could not justify reducing it or distributing it on a smaller scale. 
In short, to study treatment processes systematically, it was 
imperative to surpass the initial phase of composing synopses, guided 
largely by intuition. Criteria had to be developed for a more adequate 
selection of data from the extensive source material. 
Organizing the data into four categories 
As more treatment processes were incorporated into the study, and the 
spiral of feedback and reactions multiplied accordingly, the necessity 
of ordering the data became pressing. 
By looking at the largely intuitive organization of the first six 
treatment processes studied, the synopses appeared, by and large, to 
contain a number of elements which could be roughly categorized as 
follows: a) "danger to other persons" as grounds for admission to the 
clinic, and b) elements corresponding to the categories of care which 
were developed by Hattinga Verschure (1980, p.5-11): self-care, 
'cover-care' and professional care. These categories manifest 
themselves in four areas of human existence, as vital care, emotional 
care, care for a meaningful definition of reality and fulfillment of 
life, and care for prosperity (Hattinga Verschure, 1977, p.69). 
Self-care is seen by Hattinga Verschure (19B0, ibid.) as the type of 
care which the adult person applies to his own well-being; he is able 
to organize his own life and see to his future. Cover-care "is given 
by members of a group to each other, on the basis of acceptance of 
reciprocity"; one takes care of a family member in the same house, who 
has the flu. With a broken leg or an acute appendicitis, self-care and 
cover-care are insufficient and professional care is needed. According 
to Hattinga Verschure, the purpose of professional care is to restore 
self-care and cover-care. 
With respect to areas of human existence, vital care has to do with a 
person's survival and the survival of the species. In the case of 
young children, emotional care means that initially they must get 
opportunities for growth and developing an identity among other 
persons. In a person's later development, this type of care is given 
reciprocally. Prosperity care concerns the fulfillment of needs which 
surpass the strictly vital needs. Care for a meaningful definition of 
reality and fulfillment of life is connected with a person's 
existence: trying to give meaning to his life in interaction with 
other people, developing into the person he is not yet ("become who 
you are"), designing a future among other people. 
On basis of his investigations, Baan (1955a) was able to explain how 
indispensable care had often been lacking in many patients' lives. 
This lack of care may be further analyzed in accordance with the 
concepts of Hattinga Verschure. 
The vital care of patients is, or was, inadequate in many cases. 
Several patients were not only seriously neglected during childhood, 
but many of them seem, as adults, remarkably incapable of a healthy 
lifestyle and feeling at ease. 
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The patients in the clinic virtually always lacked sufficient and/or 
adequate emotional care during childhood. Many patients have under­
developed personal identities. As adults, they are incapable of 
adequately dealing with their own and other people's emotions, while 
the people around them do not succeed in providing them with the 
desirable emotional cover-care. 
There has been an insufficient development of care for a meaningful 
definition of reality and fulfillment of life. When a patient's course 
of life is studied, the poor development of his potential capacities 
in all sorts of areas and the lack of even a beginning of self-
confidence are often striking. This inferiority is often, but not 
exclusively, manifested in a diagnosis of mental retardation which has 
turned out to be a diagnostic mistake in a great number of cases, both 
in Baan's findings and in the clinic's. In the meantime, these 
patients were inadequately educated, being considered as mentally 
handicapped; consequently, they did not sufficiently learn to use 
their potential for self-development and their "significant others" 
did not expect them to do so. An environment without personal, and 
adequate, expectations is a serious impediment to expressing a 
meaningful definition of one's existence and finding fulfillment in 
life (U.J. Berger, 1984, p.θ). 
Uith many patients, the poor development of care for prosperity is 
striking. Often they are incapable of acquiring and maintaining even 
very elementary possessions like clothes. Their relationship to 
property is mainly determined by needs for immediate gratification, 
i.e. they cannot sufficiently provide for long tern, needs by, for 
instance, saving for winter clothes during the summer, or by realizing 
that they will soon be in need of a bicycle, or by setting aside money 
for furnishing a room, etcetera. 
Since the clinic's thoughts on the relationship between self-care, 
cover-care and professional care agree largely with those of Hattinga 
Uerschure, his categories of care seemed to be useful in the 
construction of a scheme for sorting and classifying the abundant data 
on the past histories and the treatment processes. By the use of these 
categories, and with the addition of the category "danger for others", 
it became possible to construct four categories to be discussed below 
(appendix XXI). 
In the present study, Hattinga Verschure's concepts were not used as a 
validated theory or a cohesive set of concepts; merely as a means for 
organizing extensive and varied data in order to facilitate focusing 
on eventual new connections in the data. Organizing data and searching 
for connections agree with what has been explained (section 1.1) with 
respect to interpretation of data within a psychoanalytic setting (Van 
Leeuwen, 1973). 
1) Behavior considered dangerous to others. 
Such behavior is the very criterium for admission to the clinic. The 
pre-eminent purpose of treatment in the Dr. H. van der Hoeven Kliniek 
is to decrease the risks of danger. For an assessment of whether such 
risks are diminishing, the dangerous behavior has to be fully known. 
In the interests of the present study, an inventory was made of the 
officially registered crimes as well as of other behavior which cause 
or may cause damage to others, even if hardly described in reports and 
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not officially recorded in the criminal file: acts of theft, 
vandalizing, violence, addiction to drugs or alcohol, driving under 
the influence, etcetera. Such behavior is pertinent to the treatment 
and the criminal courts often take it into account when pronouncing 
the sentence. 
For the treatment plan, such behavior means negative information; it 
indicates what must disappear or decrease, not what should happen. 
2) Personal development. 
The personal development of the adult patient may be seen as 
correspondent to the category of self-care. His development and 
self-care were mapped out by looking in the reports how his life had 
gone by in a number of areas, viewed against the background of his 
ambitions and potential. This addition is essential because there 
exist no absolute criteria for these areas, only criteria which have 
subjective meaning to a patient. The following areas were looked at: 
- a patient's level of intelligence, level of education; 
- his choice of a career, professional training, work experience; 
- the development in other areas besides education and work, e.g. 
leisure time occupations; 
- his physical development, participation in sports, dealing with his 
own health and eventual sickness, being handicapped or disabled; 
- his being self-sufficient in daily life, related to his age and 
position in society: for instance, ability to ride a bike, make 
telephone calls, fill in an application form, plan a day, live 
independently; 
- his being self-sufficient in handling money and property, related to 
his age and position in society: for instance, management of 
earnings and spendings, financial independence, responsibility for 
obligations and debts. 
People may exhibit shortcomings m one or more of these areas of 
development without having to resort to committing crimes. The 
information about personal development is important in so far as it 
may provide indications of in the degree to which a patient may have 
behavioral alternatives at his disposal. In a very taxing situation, 
he may virtually have no choice but to display behavior which is 
dangerous to others, if his repertory of behavior is too limited. 
Reports generally pay very little attention to the significance of 
money and property in human relationships, particularly in disturbed 
relationships. It is equally striking that in the literature on 
residential psychotherapy this subject has been almost totally 
neglected, in contrast to the attention paid to the significance of, 
for instance, sexuality and aggression. 
3) The interaction with people in one's own environment. 
The patient's interaction with people around him may be seen as 
correspondent to the category of cover-care. An inventory of a 
patient's ways of living with people in his environment, and vice 
versa, should at least include the following relationships: 
- relationships with family members: father and mother and eventual 
other parental figures like foster parents; brothers and sisters; 
the "extended family" (Haley, 1971). How did the people involved 
participate in each other's lives, what participation was lacking9 
What mutual expectations have been, and are, dominant7 
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- relationships with people whom the patient has chosen himself: his 
partner in life, friends, clubmates, accomplices in a crime, 
victims. 
- relationships with people he related to in their specific 
capacities: teachers at school, employers, colleagues, a youth 
leader, a neighborhood policeman, a priest or minister. 
It is important for the treatment plan to connect these data with 
those from the other categories: in what way may the patient's social 
intercourse with these people have influenced his personal 
development, and what may have been its influence on the committing of 
crimes9 
4) Interaction with professional care-givers. 
The patient's interaction with such care-givers may be seen as 
correspondent to the category of professional care. Inventory of data 
in this category aims at determining how professional care may have 
influenced the patient's personal development, his interactions with 
others, and the behavior which the court deemed too dangerous. Such an 
inventory concerns: 
- available knowledge: did people, including the patient, ever agree 
on what assistance would be required7 what kind of assistance had 
been sought voluntarily by the patient or his parents and relatives7 
what kind of interactions occurred between the patient, his 
relatives and the professional care-givers7 
- people's experiences which have been reported or may otherwise be 
observed in reports: what experiences usually seem to occur, and 
what attitudes seem to develop, in interactions between the patient 
and professionals7 
- behavior: could it be observed whether certain experiences and 
attitudes are usually expressed in behavior, for instance, in the 
degree of solidity of the structure in which assistance is 
habitually given7 
As will become apparent in chapter IV, this fourth category, and 
particularly its last two elements, has been of great importance to 
the present study. 
Experiences with information organized according to the four 
categories 
The scheme constructed with its four categories appeared appropriate 
for the classification of all available data — data from earlier 
reports and data from the recent treatment history within the clinic. 
Using this scheme, a research assistant nexpenenced in working with 
such materials was able to arrange the data, guided by only a few 
instructions. 
From the time the definitive moment of observation had been chosen 
(section III.2.1), the scheme was used exclusively in ordering data 
from the personal and criminal files, the earliest observation point. 
At the two later observation points regarding the "indication staf 
meeting" and the stagnation followed by a staff discussion, reports on 
discussions were mainly studied, as will be explained later on. 
The scheme which allous the arranging of the data offers additional 
insights into information which had not been reported as such. 
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Connections made between what has, and what has not been explicitly 
reported may be very important for the treatment process. 
In the category "danger to others" it may have been noted that 
the patient used alcohol profusely. However, no data were to be 
found concerning the source of money for buying the alcohol. 
(See the previous remark on the neglect of the significance of 
money). 
Sometimes a patient who is unable to make contact with others 
will be described as a loner. However, he usually appears to 
find accomplices. 
Professional people may be inclined to see a patient as 
promising. However, he never seems to fulfill such promises. 
The stagnation of a treatment process may be seen as an interaction 
disorder between the patient and the treatment team, which is too 
severe for being solved mutually and flexibly by the interaction 
partners. Such a disorder often resembles difficulties which 
previously occurred in interactions between the patient and other 
people — including professionals who were involved with him. In some 
cases, reporters may give an accurate description of their interaction 
with a patient. 
One psychiatrist reported on a certain patient that she made her 
forget that psychiatric observation was taking place because of 
attempted murder and not because of marriage problems. She 
described that this patient's social intercourse created so much 
commotion and chaos in the observation ward that the reason for 
observation threatened to be obscured, time and again. 
Later on, treatment of this patient in the clinic repeatedly 
produced serious problems because of the confused and tumultuous 
conflicts she created in her relationships with others. 
More often, interactional difficulties are not being described as 
such. Not because observers writing reports might lack the ability to 
survey, but because it requires a great amount of time to gain insight 
into the lives of patients with severe pathologies, such as the 
clinic's patients. Even with a lot of experience in arranging data in 
the four categories, the process still took me 16 to 45 hours per 
case, which is far more time than average reporters with a usual 
case-load will ever have at their disposal. 
An expert reader of such reports is usually able to see repetitive 
interactions characteristic for an individual patient, without having 
any personal contact with this patient. This holds particularly for 
interactions between the patient and the professional care-giver who 
wrote the report. Such insights are easily explained by realizing that 
in writing about the patient's parents and other people involved, the 
reporter is communicating in the third person, but also about himself. 
This realizationmay occur when a reader focuses his "spectacles" (see 
section 1.1) on the perception of interactions and pays attention to 
the following aspects of reports. 
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1) Perception of cognitive aspects. 
A reader may focus on problematic triangular relationships between a 
patient, his parents, and professional people. It is known 
(Blankstem, 1971) that such relationships will habitually repeat 
themselves within the residential treatment setting. While working 
with the patient and his parents the staff members may anticipate such 
repetitions and be mindful of them. 
Sometimes a report may almost drown the reader in disorder and chaos 
which, however, are not explicitly mentioned by the reporter, or the 
reports may not succeed in providing an overview of the patient's 
life. This phenomenon of chaos will probably also manifest itself 
within the clinic. Staff members should take into account that such 
patients require extra attention in unorganized situations. 
2) Perception of emotional aspects. 
Sometimes, a whole series of reports written on a patient conclude 
with optimistic expectations about the patient's life going to take a 
turn for the better. In such a case, they may concern a patient who 
seems to habitually arouse unjustified feelings of hope in other 
people and may repeat to do so with the treatment team in the clinic. 
The team will certainly not be able to escape from these unjustified 
feelings of hope. However, they might react differently to them if 
they would recognize their repetitive character. 
Sometimes, the reports breathe a spirit of impotence which does not 
seem to be supported by the facts, as in the case of a young man who 
did not want to give up his use of illegal drugs. This could not have 
been an unusual phenomenon to mental health professionals in a big 
city. Nonetheless, the despondency of the reporters and the way in 
which they articulated their pessimism about the patient's prognosis 
were striking. Apparently, the patient aroused in them both intense 
involvement and despair simultaneously. Once admitted to the clinic 
this patient appeared to arouse severe feelings of depression in his 
treatment team. If such feelings were anticipated, they could be toned 
down and more easily tolerated. 
It is worth noticing that professionals being occasionally afraid of 
the patient were mentioned in only one of the 30 personal and criminal 
files studied. Nothing could be found on any anxiety of reporters and 
care-givers in the other 29 files. This finding corresponds with 
findings in the literature (see chapter II.1.2, Haldipur c.s., 1982) 
but not with experiences within the clinic. 
3) Perception of behavioral aspects. 
It may appear from reports that, in working with a certain patient, 
people feel inclined to postpone planned interventions, make 
exceptions, or lose patience and send him on to the next authority. 
Then the clinic's treatment team will probably feel inclined to 
display similar behavior towards the patient. If this inclination 
would be recognized, the risk of staff members being unaware of such 
feelings and, thereby, expressing them behaviorally, would be smaller. 
These three kinds of aspects which uere developed for arranging the 
data, are very general. Like the four categories mainly derived from 
Hattinga Verschure, they are meant only to function as a scheme for 
searching and arranging. 
89 
These categories and aspects should be used cohesively, and also with 
a certain ingenuity after the manner of Charles Wright Mills' (1959) 
"sociological imagination". Data on interactions, such as sketched 
above, are seldom explicit, and therefore not easily to be found. In 
each of the 30 treatment processes studied I used the four categories, 
particularly the fourth on professional care. I engrossed myself in 
the people involved and tried to "take their roles" in order to see 
what might be the operating forces in this individual patient's life: 
- who does he think he is, who does he want to be9 
- which persons have the greatest significance for him9 
- how does he regard his course of life until now7 
Rendered in terms of symbolic mteractiomsm (section 1.1): what is 
his self-image, who are his significant others, what have been his 
important life-events9 Then, the relevant question for the present 
study is: what is the function of the interaction repetition in this 
individual case9 
An answer to this question is needed in order to answer the questions 
of this study. 
Analyzing the arranged data 
Analysis of the arranged data took place in two phases. In hindsight, 
the initial, futile attempts to develop a scheme of analysis suffered 
from a crucial methodological mistake. Simultaneously, however, they 
supplied indispensable methodological conditions. 
A better methodological insight facilitated the construction of the 
required connections between data-collection, analysis and the 
development of theory later on. These connections led to the ultimate 
scheme of analysis. 
The futile efforts to develop a scheme of analysis 
The central problem of investigation is the study of treatment 
stagnation viewed as an interaction disorder and of discussions which 
are meant as reflections on this treatment stagnation. 
Data on treatment stagnation do not lead in and by themselves to an 
arrangement anymore than facts will arrange themselves. A framework 
for arranging them is indespensable. 
The clinic's framework for treatment consists basically of ideas on 
treatment conceived of as interaction. These conceptions have been 
discussed in chapters 1.3.1. and II.1. Schemes of analysis derived 
from the clinic's conceptual framework were meant as sets of 
hypotheses. The question was: is it possible to understand treatment 
stagnation and treatment planning as they occur in the clinic in terms 
of interaction repetition, by translating the clinic's theoretically 
developed or practically utilized treatment ideas into hypotheses9 
Five of the attempted schemes of analysis used in the present study 
will be discussed in brief. 
1. analytic summaries of reports on discussions about treatment 
stagnation; 
2. analysis on the basis of Haley's (1967) concepts; 
3. analysis on the basis of symbolic interactiomstic concepts; 
4. analysis from a retrospective and prospective point of view; 
5. analysis on the basis of theories on education. 
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The initial methodological mistake consisted of limiting the attention 
to the individual level of the data. Hypotheses employed in its 
analysis were left implicit and the analysis was not brought to a 
conceptual level through a lack of explication, considered by Glaser 
(197Θ, p.3) to be a crucial requirement for interpretative research. 
The problem with interpretative research is the in principle infinite 
number of potential conceptual frameworks for interpretation of the 
data. The use of the clinic's eclectic and various ideas on treatment 
actually led to using, as the staff does, an increasing number of 
diverging perspectives, instead of striving for an increasing 
convergence of hypotheses directed at the aim of the study. Thus, what 
happened to the present study was similar to what is always happening 
to the treatment staff. Clinicians are in possession of a fairly large 
amount of information on individual patients and their surrounding 
worlds. Newly acquired information and new interpretations will easily 
fit into present knowledge. But, in this way, the attention is ever 
more sharply focused on individual treatment processes. The uniqueness 
of individuals and processes comes more and more into view, while 
similarities remain invisible. This way of investigation does not 
result in answers to the research questions. 
However, this manner of studying the 30 treatment processes supplied 
indispensable reflections on the data (section 1.1), without my being 
aware of reflecting. During and by means of these reflections, the 
ultimate scheme of analysis could be developed. The many futile and 
ineffectual attempts at finding suitable conceptual frameworks which 
were directed at individual treatment processes, actually had a useful 
function, analogous to Freud's earlier mentioned explanation (p.55 
before): "dieselben Dinge so oft von neuem anzuschauen, bis sie von 
selbst begannen etwas auszusagen". 
In the present study, the investigator did not have a ready conceptual 
framework for the interpretation of data on treatment stagnation in 
advance. Through sustained, lengthy, and varied studies of the data, 
she tried to discover what the data themselves "had to say" — a 
metaphor for discovery of a conceptual framework which suits the data 
best, by Glaser 4 Strauss called a "good fit". In other words, the 
investigator tried to jump from data to concepts, by reflecting on the 
data. Simultaneously, investigation of literature on interactions 
between patients and teams or staff supplied new theoretical 
perspectives which could function as building blocks for the ultimate 
scheme of analysis. 
Analytical summaries of reports on discussions about treatment 
stagnation 
A number of reports on discussions about treatment stagnations (as 
those described under "observation situations, section 1.1) were 
summarized. The reported data were classified into: 
- a description of the interaction disorder; 
- an interpretation of the interaction disorder; 
- a plan, or plans, designed on the basis of the description and 
interpretation. 
These classifications are related to Egan's (1975, p.30) model of 
helping and interpersonal relating, in which he uses the terms of 
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exploration, integrative understanding, and acting. 
Unknowingly, the investigator's attention remained almost exclusively 
limited to the patient, which made her look from the staff's 
perspective on the patient's behavior instead of from an investig-
ator's perspective on interaction; she had "gone native". 
Nonetheless, the summaries sometimes provided insights, even if they 
were limited to the treatment staff's perspective. 
The role-play leader could see at a glance where he had made a 
wrong assessment, by reading the summary on the discussion. 
Despite the fact that the investigator had made the summary, 
this misjudgement had escaped her notice. 
As long as these summaries were not processed on a conceptual level, 
they remained isolated products of completely unique treatment 
processes. An attempt was made to gain more insight into conceptual 
frameworks used by experienced staff members, by semi-structured 
interviews. This, however, was not successful, because the interview 
structure itself had been derived from the report on the individual 
treatment stagnation and was not raised to a conceptual level either. 
Thus, the interviews only gave more insight into individual patients' 
treatment processes, without generalizing the staff's conceptual 
frameworks on interaction repetition. 
Analysis on the basis of Haley's concepts 
A number of experienced staff members who were aware of my 
investigatory problems, advised me to use Haley's (1967, p.16) 
concepts on triangular relationships or "the perverse triangle", as it 
is called by Haley. Haley's ideas concern the formation of coalitions 
within the family in which a child forms a coalition with one parent 
against the other. Without treatment the child will repeat these 
coalitions with other people later on. 
To a certain extent, these ideas took root in the clinic. Particularly 
with newly admitted patients, treatment teams sometimes begin by 
portraying relationships between him and his "significant others" in 
terms of such coalitions, a method which in the clinic is colloquially 
called "drawing triangles" (see appendix XIII). 
However, in the reports studied almost nothing could be found about 
these theories and concepts. 
Analysis on the basis of symbolic interactionistic concepts 
Analyzing extensive interview data, Van Uden 4 Spitters (1982, p.20) 
made use of three core concepts from the theory of symbolic 
interactionism: 
1. a person's significant others; 
2. a person's self-concept; 
3. a person's important life-events. 
Although these concepts are not formally used in the clinic, 
experienced staff members may be observed using them, particularly in 
attempts at starting a conversation with a patient in the way this 
usually happens in the "indication staff meeting". 
When these concepts were used in an effort to analyze the data, the 
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striking discovery was made that they seem to be unfit for 
interpretation of data concerning severe interactional pathologies 
such as those occurring with the clinic's patients. 
In several cases, it appeared to be impossible to find a single 
person who had been, or was, seen by the patient as significant 
to him. 
From what some patients said, an important event, like killing 
someone, did not seem to have a significance to them different 
from a catastrophe of which they had been a victim. "When this 
happened to my child ...", said a parent who had killed his 
child. 
The self-concept of many patients, as revealed in their 
sometimes extensive writings about themselves and in the course 
of their lives, often showed large gaps and little coherence. 
These attempts at analysis did not yield more than an increase of 
general insights into the seventy of individual pathology. 
Analysis from a retrospective and prospective point of view 
Given the complexity of the data, it seemed to be urgent to use only 
very simple analytical categories. For the sake of maximal simplicity, 
attemps were made at expressing the interaction disorder in a short, 
interactionally formulated profile. This profile was derived from the 
patient's course of life and development, "from birth to crime". 
Simultaneously, and in retrospect, an attempt was made at interpreting 
occurrences in a patient's life which could be conceived of as 
harbingers of what was to come, "from crime to birth". One profile was 
constructed as follows. 
"He seeks friendship, appreciation and esteem through external 
manifestations which he cannot give inner content to. He 
provides for his need of money by using violence, and he copes 
with tension by using alcohol and illegal drugs. 
Again and again, people in his immediate environment become 
optimistic without any real grounds, and lose sight of his 
dangerous attitudes and behavior". 
This method of working has a certain resemblance to what inspector 
Maigret does in Simenon's novels: he tries to solve murders by 
reasoning from reconstructed empirical facts ("from crime to what 
happened before") as well as from empathie understanding of the 
suspect's personality ("from life history to crime"). 
Although much insight into individual treatment processes was yielded 
by this way of analysis, it did not make data comparable and usable. 
Analysis on the basis of theories on education 
The data show that some experienced staff members are unmistakably 
engaged in treatment planning, but this planning may only be perceived 
by someone who is looking from the perspective of interaction 
repetition — a perspective which many staff members did not acquire 
during their education and training. This may be viewed as a condition 
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in which there is a need for education. 
Therefore, it was decided to consult an expert in didactics (note 12). 
The meaning of didactics in staff meetings was discussed together with 
this expert and the senior psychotherapist, and this consultation 
resulted in a series of interviews with the latter about the 
stagnation discussions to be analyzed. 
These interviews, in turn, yielded a wealth of insights into 
individual treatment processes, but no framework for interpretation 
which would make the comparison of these processes possible. 
The relationship between data-collection, analysis and development of 
theory 
The scheme of analysis used was developed during, and by means of, 
studying the data. This means that the scheme of analysis did not only 
serve in the analysis of the data, it also resulted from the data. 
This is why its content will be discussed in chapter IV on the results 
of the present study. 
The development of the scheme of analysis may be formally explained 
from three previously discussed clusters of research strategies which 
belong to interpretative research niethods: reflection, consultation 
between researchers, and validity checks (section 1.1). The analysis 
scheme which was developed from them will be presented after a brief 
discussion of these clusters' role in the present study. 
Reflection 
The reflection was already briefly commented upon under the heading of 
"futile efforts". Attempts at finding the meaning and function of 
interaction repetition explicitly expressed in the discussion reports 
remained futile because of the reports lacking an even minimal 
structure. Generally, it is impossible to detect any structure in 
these reports except for staff members discussing a patient and his 
doings in detail. Usually, one of the experienced staff members will 
suggest during the discussion an alternative approach which he may 
either have successfully tried with the patient or may consider useful 
for some reason. Sometimes, the members of the treatment team involved 
will agree explicitly with the approach, but more often such agreement 
cannot be observed. If an alternative approach is suggested during a 
role-play and tested in role-playing it often seems to have a 
surprising effect on the interaction as acted out. 
In the meantime, the investigator found herself in a state of 
ignorance and incomprehension similar to that of the treatment staff, 
stuck in the interaction with the patient. They are suggested to try 
an alternative approach without understanding its basis and origin. 
Later on, the investigator, reading the suggestion, is unable to 
understand any better what it is based upon. 
Continued reflection on the data led to the consideration that, for an 
interpretation of interactional phenomena, actual human behavior 
should be studied. For an interpretative investigation of treatment 
planning viewed as interaction the line of approach should be focused 
on actions of staff members. This requires the use of verb forms 
(Ullmann, op.cit.), characterized by the requirement of a subject; 
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additionally, transitory verbs require an object. 
In this way, investigation of the staff's actions became possible by 
using verb forms. By looking at the way staff members perceive and 
portray their interaction with a patient from their own perspective, 
attach a meaning to it, and devise some alternative plan, the 
researcher will be able to analytically study the staff's behavior, 
from her own perspective. In other words, the researcher should not 
ask questions about the description of a certain phenomenon, e.g.: 
"what is the interaction repetition in this case7", but about actual 
behavior of staff members: "who is perceiving what behavior7" "who is 
attaching what significance to it7" "who is providing what 
alternatives to break through the repetition7" 
Once these questions have been answered, the answers may be studied 
theoretically from the researcher's perspective. The theoretical side 
of this perspective has been discussed in chapter II.1, its 
methodological side in chapter III.1.1. By its structure, the 
theoretical perspective allows the observation of certain clusters in 
the results. One could say that specific findings result from the 
perceptive structure chosen. 
In the scheme of analysis, at the end of the chapter, the theoretical 
perspective is stated in a formal outline only. As regards content, 
the perspectives of both staff members and the researcher will be 
explained together with the presentation of the findings in chapter 
IV. These findings will be justified within the investigator's 
perspective in chapter V. 
Consultation between investigators 
As a strategy of research, consultation with other investigators was 
devised in two forms. 
1) Two external experts in research on treatment processes (note 13) 
participated in studying the integral processing of data and all 
findings from a theoretical perspective. A monthly protocolled 
consultation was held during 4; years, aimed at consensus on 
hypothetical connections between findings and concepts, and 
continued until consensus was reached. This consensus applied to 
the concepts both separately and cohesively. 
2) The integral processing of data, all findings, and all hypothetical 
connections between findings and concepts were studied from the 
perspective of the clinic's treatment ideas by a psychologist who, 
as a former group leader, supervisor and psychotherapist, had been 
connected with the clinic for over ten years (note 14). Ongoing 
exchange aimed at consensus between her and the researcher was 
realized by discussion and correspondence. It went on until 
consensus was reached. 
Validity checks 
The present study was conducted without any special intervention in 
normal clinic procedures, i.e. without construction of any pilot or 
experimental condition developed mainly or exclusively for reasons of 
investigation. 
As explained in the introduction, the choice of studying "natural" 
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clinic processes was made intentionally. The clinic's objection to 
interference in patients' treatment processes merely for reasons of 
research, added another argument for the set-up chosen. 
The data consist of authentic and dated documents, discussions, and 
reports on these discussions. Such data have to be interpreted. This 
made the choice of a qualitative and interpretative method of research 
obvious, given the research condition chosen. A conventional research 
condition in which theoretically derived variables are experimentally 
tested did not seem suitable to the questions posed. With qualitative 
and interpretative methods, formulation and testing of hypotheses do 
take place but in subordination to interpretation. The research 
condition is akin to research conditions in cultural anthopology 
striving at general concepts of "human habits" or "cultural behavior" 
(Keesing, 1965, p.13); also to those in ethnoniethodology trying to 
detect implicit rationalities within given materials (Wester, o.e. 
p.48). 
The observations on relevant interactions at the definitive moment of 
observation, namely, the treatment stagnation and its discussion, were 
put together into sets of vignets — short, sketch descriptions — , 
in order to provide an overview of all data. These vignets have the 
function of building blocks for the scheme of analysis, but, 
simultaneously, they form its filling-in as well. This will be 
explained below. 
Each vignet concerns separately: 
- an observation of one of four types of operations: 
1) the way in which treatment teams formulate stagnation problems; 
2) the discussion on the treatment stagnation as it is perceived by 
the treatment team and the staff; 
3) the discussion on the meaning and function of the treatment 
stagnation, by the treatment team and the staff; 
4) the discussion on alternatives to the treatment stagnation, by 
the treatment team and the staff: individual treatment planning. 
- an observation of each of these four types of operations, viewed 
from two different perspectives: the staff members' and the 
researcher's. This leads to a set of 8 vignets per treatment 
process. 
- 3D treatment processes will lead to 240 vignets (appendices XXIIa 
and XXIIIa). 
In supporting the present study, the clinic did not intend to obtain a 
merely subjective description of its general or special activities. 
Subjective descriptions by patients, staff members and outsiders, are 
available in abundance and, if one may say so, "on request" as well as 
unasked for. Therefore, attempts were made at building-in necessary 
and feasible checks in order to make findings as testable as possible, 
from both scientific and clinical points of view. These checks are 
discussed in accordance with the classification given in section 
1.1 of this chapter: 
1. internal checks 
2. self-checking and checking by others 
3. checking by the research subjects and the co-investigators 
4. checking by external scientific researchers. 
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Internal checks 
Internal checks (such as described by Wester, op.cit. p.67-68) were 
provided for in the following way. The demand of using the perspective 
of the people involved was met, and "the fallacy of objectivism" 
(Wester, op.cit.) avoided, by sending synopses to staff members who 
thus were given the opportunity to check and correct them if 
necessary. Moreover, all synopses were written intentionally in a form 
which made them suitable for reading together with the patients 
involved. This meant an additional check. The raw data are verifiable 
with regard to the existing and authentic reports. The discussions 
themselves on which the reports were made cannot be verified anymore 
because the tapes were erased after the discussions had been 
typewritten. 
In chapter V it will be discussed that the processes of interaction 
repetition studied concern basic social processes within the clinic 
and which indicators account for this conclusion. These interaction 
processes may be fitted into existing theoretical, and, as the case 
may be, psychoanalytical concepts. In their turn, these theoretical 
concepts appeared to be so useful during the study, particularly those 
originating from psychoanalysis, that their character could not be 
presumed to be just accidental or artificial. 
By a classification into four categories of checking as mentioned 
before, the external checks can be explained more extensively than by 
Wester's dichotomous classification of internal and external checks. 
Self-checking and checking by others 
The previously discussed method of triangulation was applied as a 
method for self-checking. The data were mutually compared with 
reference to conceptual dimensions and varied lines of approach were 
used. The way this was done will be discussed in chapter IV, in order 
that it may be checked by people from the clinic and outsiders as 
well. In that chapter the findings will be presented from both the 
staff members' and the researcher's perspective and interspersed and 
illuminated with illustrations from the data. The illustrations serve 
to demonstrate the staff members' perspective and the plausibility of 
the researcher's perspective on the interaction. 
The development of concepts from the vignets occurred as follows. The 
observations led to a comparison of the "emergent" concepts and 
"concepts in development", and the relevant passages in the authentic 
reports (section 1.1). In this way, the concepts were checked against 
the data of the 30 treatment processes at the moment of treatment 
stagnation, and vive versa. The concepts were adjusted until they 
fitted the data, a process which is called the "grounding of concepts" 
by Glaser 4 Strauss (1967). Consequently, the relevant passages were 
typed up per phase of operation, and per perspective, in order to put 
them together in a surveyable and usable form. The form chosen 
contributed to the perception of certain clusters. 
In other words, a cycle was constructed which progressed from 
authentic data, via the construction of vignets of treatment inter-
actions, and via concepts developed from these vignets, back to 
authentic data. 
- Vignets were constructed from the authentic data. This was done in 
an uninterrupted process of reflection on the complete material and 
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against the background of the "emergent" concepts. 
- Anonymous illustrations of these constructed vignets are given in 
appendices XXIIa/b and XXIlIa/b. Because of the very large 
investment of time involved with these anonymized constructions, not 
all authentic data have actually been made anonymous and thereby 
visible to outsiders in this way. In most cases, the reflection and 
the vignet construction took place on the basis of the authentic 
documents. However, these investigation processes are in principle 
open to check because anonynnzation does not pose any fundamental 
problems but merely problems of manpower and time. 
- The concepts which were developed by reflection on these vignets are 
discussed and illuminated with illustrations from the authentic 
data, in chapter IV. In chapter \l, others may check the connections 
between findings and concepts and the concepts' place within 
existing theories, as viewed from the investigator's perspective. 
Checking by the research subjects and the co-researchers 
It is important whether the research subjects will acknowledge the 
interpretations of the qualitative research, i.e. the investigator's 
perspective on their situation, as relevant. 
Another intention of constructing the vignets, additional to 
comparison and triangulation, was to provide insight into each step of 
the present study for reasons of checking by others. The constructed 
vignets were given both to the directors and to the senior psycho-
therapist. The actual course of events concerning the checking of 
these vignets will be discussed in chapter V. As described before, 
three co-investigators with varied credentials also studied the 
vignets. 
Checking by external researchers 
Initially, each one of the co-researchers mentioned had his or her own 
distance from the study, small or great. Therefore, each of them could 
be regarded as an external expert, to a certain extent. However, the 
character of their contributions changed into internal co-researching, 
as the study progressed. 
Awareness of this change led to the suggestion to consider whether 
external experts might be found to at least check the vignets. This 
idea had to be abandoned, mainly because of practical reasons such as 
the expiration of time for this study and problems with finding and 
hiring qualified experts. 
Two sets of vignets and the data they were derived from be checked by 
external experts, in the appendices XXIIa/b and XXIIIa/b. 
The scheme of analysis for the treatment stagnation and its discussion 
Ultimately, the 240 vignets became the processed data on which both 
the scheme of analysis and the conceptual findings of the present 
study could be based. The "good fit" (Glaser & Strauss, 1967, p.3) of 
this scheme of analysis which led to, and came out of, the findings 
was surprising. By using this scheme of analysis, explicit 
descriptions of interactional phenomena by staff members, which I had 
been unable to discover during previous and frequent rereadings of the 
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reports could now be perceived. The scheme did indeed provide 
"spectacles" for a better perception of the data. 
As related, it can be explained that the 240 vignets were derived from 
the raw data and may be reconnected to them immediately, by their 
almost literal character. On the other hand, it would be impossible to 
assert that each separate vignet offered the one possible, or correct, 
view on the very data it had been derived from, given thein principle 
infinite number of feasible perspectives on the data. However, the 30 
sets of θ interconnected vignets show individual patterns of inter­
action which are dominant with regard to the patient involved. In 
addition, the collective 240 vignets viewed as one configuration show 
a dominant pattern in the staff's treatment behavior. 
The scheme of analysis which closes this chapter and leads to the 
next, was used for all 30 treatment processes. As mentioned, its 
content will be discussed in chapter IV. 
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Figure 1. The scheme of analysis 
Perspective of staff members 
1. What treatment stagnation 
does the treatment team 
notice7 
2. What treatment stagnation 
does the treatment team and 
staff put into words9 
3. Which meaning and function 
do the treatment team and 
staff attach to the 
treatment stagnation7 
- to be conceived of as 
transference (pathology 
of the patient) 
- to be conceived of as 
countertransference 
(staff's experience of the 
transference) 
4. What behavioral alternatives 
to treatment stagnation do 
treatment team and staff 
devise as treatment planning7 
Perspective of researcher 
1. How does the team describe 
treatment stagnation (dichotomous 
division7 
2. In what framework does the team 
place the stagnation7 
3. Reflection: what interaction 
problem manifests itself 
4. Control of repetition in earlier 
reports. 
5. Do the treatment team and staff 
put the interaction repetition 
into words, or not7 
6. Within which frame of reference 
is the interaction repetition 
discussed: 
a) patient/staff interaction 
b) patient's behavior 
c) staff's reaction 
d) unclear or no frame of 
reference 
7. Control of repetition in report 
of "indication staff meeting". 
8. Is the planning an alternative to 
the interaction repetition as 
under 3. and 4. above, or is the 
planning itself a form of inter-
action repetition7 
9. Who formulates the planning7 
10. Is this planning understood by 
the treatment team7 
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RESULTS 
This chapter contains the results of the study, as answer to the 
questions posed earlier in this thesis: 
1. is it possible, using the concept of interaction repetition, to 
describe a common frame of the way the clinic staff deal with 
treatment plans9 
2. is it possible, using the concept of interaction repetition, to 
describe different patterns of the way the clinic staff deal with 
treatment plans9 
The questions posed to the material form the guideline for the 
grouping and reporting of the findings, from the researcher's 
perspective. These questions are grouped in the right-hand column of 
the analytic model (figure 1), which is constructed from the 
theoretical and methodological perspective on the study. 
The four groups of questions in this figure correspond to sections 
IV.2. to IV.5. inclusive. 
Stagnation in the treatment does not only concern the patient, but 
also his group leaders, who are no longer able to work constructively 
with him. Stagnation is therefore always to be understood as a problem 
in the interaction between patient and treatment team. 
Problems of interaction are inherent in normal social intercourse; not 
every problem can be reduced to a question of transference and 
countertransference. If, however, an interaction problem arises which 
does not remain restricted to two individuals, but involves the 
patient and the whole treatment team, then it seems, in practice, that 
this interaction can be understood as the repetition of interactions 
between the patient and people from his earlier environment, and in 
particular the professional "care-givers". One may speak of inter­
action repetition. By an individualized treatment plan is meant that 
one finds an alternative answer to the repetitive behavior of the 
individual patient, something which breaks through the pattern of 
interaction repetition. Individualized treatment plans, as more or 
less rounded-off systems of intentions regarding certains actions, 
appear to be almost totally absent in the clinic. In the form of 
treatment planning, however, one everywhere finds suggestions for 
alternative answers to the repetitive behavior of the individual 
patient, ways which could possibly break through the interaction 
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repetition. Even if an alternative answer does not seem to be 
effective in breaking through the repetition, it is justifiable to 
speak of planning. The interaction repetition and treatment planning, 
a term which conveys the idea of finding an alternative answer, better 
than the term treatment plan, are discussed in IV.1. 
In IV.2. The following questions from figure 1 are answered: 
1. How does the team describe a certain treatment stagnation7 The way 
in which the treatment teams observe treatment stagnations seems to 
split dichotomously. This dichotomic division will be pursued in 
the following three sections. The significance of this will be 
discussed in chapter V. 
2. In which framework does the team place the stagnation7 There are 
four logical possibilities: 
a. the framework of interaction between patient and treatment team 
b. the framework of the patient's behavior 
c. the framework of the reaction of the treatment team 
d. no, or unclear, framework. 
In order not to make the analysis of the stagnation discussion unduly 
complicated, this study directs itself to three intrinsic factors in 
it: a) exploring, b) understanding integratively, c) acting (cf. Egan 
op.cit.). 
a) Observing the interaction repetition in the information which the 
staff exchange about a treatment stagnation, that is to say, in the 
explorations by the staff. This concerns the behavior of the staff, 
to be discussed in IV.3. In this section the following questions of 
figure 1 are answered: 
3. Reflection: which interaction problem manifests itself7 
4. There is control of repetition in earlier reports. 
5. Do the treatment team and staff put the interaction repetition into 
words, or not7 
b) The significance which the staff members attach to the treatment 
stagnation and to what extent they recognize this in terms of 
interaction repetition. Do the staff reach an embracing, 
integrative understanding of the stagnation in terms of meaning for 
the patient and themselves7 Inherent to the bestowing of 
significance is what those involved actually experience. In the 
present study, the most important thing is what the staff 
experience; this is to be discussed in IV.4. In this section the 
following questions of figure 1 are discussed: 
6. Within which frame of reference is the interaction repetition 
discussed: 
a) framework of interaction between patient and staff, 
b) framework of patient's behavior, 
c) framework of reaction of staff, 
d) no, or unclear, framework. 
7. Control of repetition takes place in the report of the indication 
staff-meeting. 
c) The planning of alternatives to interaction repetition. This is a 
question of, as in a), the behavior of the staff, to be discussed 
in IV.5. In this section the following questions of figure 1 are 
answered: 
8. Is the planning an alternative to the interaction repetition so as 
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described under 3. and 4. above, or is the planning itself a form 
of interaction repetition7 
9. Who formulates the planning7 
10. Is this planning understood by the treatment team7 
All three factors a) exploring, b) understanding integratively, c) 
acting play a role in all five of the discussion strategies studied, 
whereby the differences between the strategies as such are not further 
elaborated on. The formulation of the problem by the treatment team 
and the three factors in the discussion on the stagnation form, in 
this way, the basis for the further lay-out of this chapter: the 
sections IV/.2. to IV.5. inclusive. The analytic model for the 
stagnation discussions (figure 1) has led to the construction of 240 
vignettes. In the arranging of these vignettes, regularities can be 
registered, which are discussed per section. In H/.6., figure 2, 
p.161-164, the findings from the vignettes, are sorted and reproduced 
schematically. This section also includes a concise summary of the 
findings of this study. 
lU.l. Interaction repetition and treatment plans 
IV.1.1. Treatment stagnation and interaction repetition 
The experienced reader of data concerning treatment, such as described 
in the sources available in the clinic, is usually struck by the 
similarity between the interaction problems in the patient's history 
and those with which staff members are at present concerned. 
Mr. Blom whose demands for excessive amounts of sleeping tablets 
doctors were previously unable to refuse, turns out to 
constantly grant himself all kinds of unpermitted liberties in 
intensive care. A group leader writes: "He takes me so by 
surprise, that what he wants is hardly questionable for me any 
longer". 
Mr. Boot, who always acquired the role of problem child in 
children's homes, gaining the exclusive attention of the adults, 
knows how to secure an exceptional position amongst his fellow 
patients. His group leaders become so concerned about him that 
they no longer realize that he is not completely helpless and 
that he is capable of some effort. 
Mr. Cats, who has managed, all his life, to keep his personal 
potential hidden and get others to care for him extensively, has 
soon manoeuvered the staff members into a position m which they 
cannot do otherwise than give him daily intensive care, even 
though they were on their guard against this. 
It is here a question of interactions in which the patient and people 
in his vicinity are trapped together. The patient keeps repeating 
himself in these interactions and, in this way, impedes his own 
development. The staff members, who are often involved with him day 
in, day out, become entangled in this interaction repetition, whether 
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they want to or not. In daily practice it is almost impossible to 
react adequately, every moment of the day and in all circumstances, to 
surprise tactics, to misfits who demand extra attention, or to threats 
of violence, by which one person confronts the other with a fait 
accompli. 
Such repetitions in intercourse were found with all 30 patients, whose 
treatment plans are looked at within the present study. Between the 
patient and staff members the same things seem to be repeated which, 
according to the earlier reports, happened between the patient and 
other people. This is most clearly seen in the attitude and behavior 
of those previously involved with the patient in a professional way. 
It is stated in the reports on Mr. Luyks that he repeatedly 
commits serious offenses and that he repeatedly arouses the hope 
of probation officers that he will make a new start. The 
successive reports from the probation service state again and 
again that, although things had gone badly wrong, Mr. Luyks was 
now intending to follow a course on business correspondence, 
acountancy, administration etcetera. The authors plea that the 
court give him the chance to do this, without resorting to 
imprisonment. After committing new offenses Mr. Luyks is 
admitted to the clinic, where the members of his treatment team 
can make no contact with him. They do not know what to do and, 
for want of a better idea, propose that Mr. Luyks be given more 
freedom of movement, as he is now studying for a diploma and 
therefore on the right track. 
For years social workers have worked, with exceptional amounts 
of energy and in good faith, with Mr. Marks, only to suddenly 
terminate the protracted contact due to the fact that they, as 
care-givers, no longer see any perspective in him. 
In the clinic, the treatment team have, for years, experienced 
and solved a greater than usual number of conflicts with Mr. 
Marks; in this way the treatment process has been able to 
proceed. On a certain day the team report, emotionally, that 
they have completely exhausted their possibilities and that they 
are no longer prepared to work with Mr. Marks. 
In the report it is stated that Mr. Goes is dismissed from all 
kinds of institutions because the people have had enough of the 
scenes which he makes. In the clinic, the treatment team suggest 
that an attempt at resocialization be made, considering the fact 
that Mr. Goes manages to create a scene out of every critical 
comment and everyone has gradually become tired of this. 
In this way, all kinds of repetitions of earlier interactions can be 
observed in the clinic's written data. It is therefore possible to 
abstract the interaction repetition as a central concept of this 
study, on the basis of what has been discussed. 
After having been summarized the observed interaction repetitions were 
alomost always recognized by the relevant staff members. This became 
obvious mostly via their spontaneous statements, made by them in 
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interviews, concerning analogous situations of interaction repetition 
with the patient involved; statements such as: "Now that I have read 
this synopsis, I do recall in connection with this ....". 
The staff members have, however, only sporadically mentioned and 
described these and similar interaction repetition in the source 
material of this study. 
IV.1.2. The treatment plan and treatment planning 
It is not difficult to establish that, although there are almost no 
explicit data on interaction repetition, it does take place and can be 
distilled out of available sources. The staff members seem, moreover, 
to be well acquainted with the phenomenon of interaction repetition. 
Nor do the sources seem to give explicit information on the 
individualized treatment plan as a plan of interaction. 
"Individualized treatment plans", described as such, are seldom, if at 
all, to be found amongst the sources of information available in the 
clinic. Interviews with staff members usually provide no other data 
than these written sources. The staff members talk mostly about the 
patient, about his behavior and the significance which they attach to 
this and about those aspects of the patient which need to change or be 
developed. The staff members rarely speak here in terms of 
interaction. They do speak of their own experiences with the patient, 
but it only sporadically happens that one hears from them what this 
means and what function this has in terms of a plan with which they 
work with the patient; in other words: which alternative means of 
intercourse they decide upon in order to later test these alternatives 
with the patient. 
A group leader, newly in service, with an education in the 
behavioral sciences, enquired as to the purpose of this study. 
She had noticed that the staff members in the clinic hardly ever 
wrote anything down about their own behavior, i.e. about 
interaction and interaction repetition. 
The researcher only seemed to be able to obtain an answer to questions 
about how staff members deal with the patient and how they think that 
they should behave, when concrete time- and situation-bound questions 
were posed, such as: "When you go to the patient, in a while, what are 
you going to do and why7" It is especially in more relaxed situations, 
such as during the coffee- and lunch-break, that it is possible to 
hear that staff members do in fact come up with alternatives. One 
hears there, said in an unbiased and to-the-point manner, that the 
best way to convey anything to Mrs. Droog is to do it jokingly, 
because then you make contact with her; or that you must always watch 
out with Mr. Klijn that he does not hold you responsible for the 
problems he causes. An explanation for this difference between formal 
interviews and these informal coffee chats, could be that it is always 
difficult to describe one's own interaction with others from a 
distance. People associate with each other in close contact and with 
their whole self. This holds particularly strongly for association 
with patients, such as those admitted to the clinic: people with 
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disorders which arose in an early phase of their dev/elopment. This 
means that association between these patients and other people 
resembles the limitless and absolute, that typifies the goings-on of 
many young children. In section 3 the extent to which the staff 
members' total person often becomes involved, conies up for discussion. 
In unbiased statements such as sketched above, staff members show 
that, in concrete dealings with the patient, the are apt to set about 
their work according to a certain plan. What they state in this way 
consists, however, of minuscule and heterogeneous fragments of a plan, 
fragments in which there seems to be little coherence. A year's study 
of the sources has led, on grounds of the findings mentioned here, to 
the conclusion that these sources give no direct information on the 
individualized treatment plan and that is fruitless to search for "the 
treatment plan". 
The treatment plan can be conceived of as an abstraction of an 
unbroken process of planning of interaction and of the execution of 
the planning. The treatment plan relates to problems in the 
interaction, to information about and reflection on these problems and 
a new planning which results from this reflection. The treatment plan 
in all these transactions is expressed in the daily intercourse of 
staff members with the individual patient. Residential treatment 
implies an intensive, correcting human interaction, which is easier to 
understand as a process, than in terms of characteristics or 
qualities. In conformity with Ullmann's (op.cit.) train of thought, 
not "what is if", but: "how does it work7" 
All of this serves to strenghten the question of how more insight can 
be gained into this treatment planning. A treatment team invited me, 
on a certain day in 1980, to be present at a role-play. They wanted to 
work out, in this role-play, how a treatment process, that had already 
been stagnating for some time, could be set in motion again. As it 
concerned one of the treatment processes under study, they assumed 
that I would be interested. I made a largely verbatim report, using a 
cassette-recorder. In this role-play, staff members now appeared to 
speak about the difficult interaction between the patient and 
themselves, in concrete situation- and time-bounded terms. 
The members of the treatment team noticed that all their 
conversations with Mrs. Droog ran aground. They regained their 
treatment position by being able to reflect on their association 
with Mrs. Droog at a distance from the treatment process. In 
this way, they could together think of alternatives which were 
both plausible and practicable. In section 5 this role-play is 
discussed. 
In the role-play situation staff members can apparently show, in a 
concrete and precise way, how their interaction with the patient 
progresses. They can attach a meaning to what they represent and 
determine its function and, on the grounds of this function, think out 
what they can change in their intercourse with the patient. In the 
role-play the interaction between patient and treatment teani is 
described in terms of behavior, of meaning and of function. 
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Summing up, it can be established that, although there are hardly or 
no explicit data available, repetition of interaction and treatment 
planning do occur; the staff members seem to be familiar with both 
interaction repetition and treatment planning. This conclusion leads 
to the study of interaction repetition and treatment planning as 
activities of the staff. 
IV.2. The treatment team formulates the stagnation 
Whenever the members of treatment team feel that the treatment of one 
of their patients is stagnating, or if staff members outside the team 
point out stagnation, one can make use of procedures for consulting 
with staff members outside the team. In this study five such 
procedures are involved: 
1. staff meetings concerning admissions to intensive care 
2. role-play 
3. staff meetings concerning the defenses of the team members 
themselves 
4. consultation discussions 
5. staff meetings to which the patient is invited. 
Stagnation is not only detrimental to the patient, but also to the 
staff members. They exert themselves more and more, without any 
visible results and may, in time, become frustrated: despondent, 
angry, afraid or exhausted; they may develop a tendency to give up the 
patient. 
It seems possible to divide the problems which treatment teams 
encounters in such a stagnation into two categories: "no contact" and 
"contact abuse". The teams seem to assign varying significance to the 
problems and to interpret them within different frameworks. It is 
sometimes possible to assume a connection between a team's 
interpretative framework and the type of discussion which the team 
seeks. 
IV.2.1. Distance loss and two categories of contact problems 
In the 30 cases, within the present study, in which treatment teams 
ascertain that the treatment of a patient is stagnating, one can speak 
of interaction repetition, but also of loss of distance: the team 
members themselves diagnose stagnation in a process, but feel too 
entangled to be able to steer the process sufficiently. They therefore 
make use of the possibility of allowing other staff members, who 
possess a greater distance, to think along with them about the 
stagnation and possible alternatives. 
In order to inventanze the problems as seen by the team, it is 
usually possible to make use of the preparatory notes which the teams 
generally draft for the benefit of such a discussion. When these notes 
are lacking, or in role-play — where it is usual to state the problem 
verbally on the spot — , then the statements by means of which the 
team members describe the problem at the beginning of the meeting, are 
used. 
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One of the attempts to find some connection between the 30 individual 
stagnation problems consisted of the comparison between two 
role-plays. These two role-plays were comparable in that the staff 
members in both caes managed to think together of an alternative way 
of interacting with the patient. 
Mrs. Droog's team had the feeling that they could not reach her. 
However hard one tried to have a normal conversation with her, 
she always managed, by her way of asking guestions and going of 
at tangents, to drag out every conversation and turn it into 
chaos, without the staff having been able to really contact her 
or come to the point. As an alternative, the staff members 
thought of ways in which they could best behave during 
conversations with her, in order to be most lucid (see section 5 
for a fuller discussion). 
Mr. Meys' team became exhausted because they failed to realize 
that his demands on every contact were so ambiguous: he longed 
for much more spontaneous friendliness than he got from his 
group leaders, but at the same time would tolerate absolutely no 
uninvited interference. It was decided that Mr. Meys should be 
confronted with the impossibility of his demands, in the 
concrete situations of daily life and be invited to choose what 
he really wanted (see again section 5). 
Why are the alternatives found here plausible7 
Mrs. Droog grew up m surroundings which permitted the existence of 
confusion regarding her identity. The staff members designed a plan in 
this role-play, whereby they could come into contact with her, by 
making her own and the other party's identity as clear as possible. 
Mr. Meys was searching in all his relationships for the all-offering 
mother figure, which he, at the same time, could not trust at all. The 
staff members decided to control contact with him by continually 
confronting him, in concrete interaction, with the ambiguity of this 
position. 
It does seem possible, even though no conscious use is made of the 
differences in the clinic, to make them clearly evident. The observed 
difference between these two concrete cases led to the dichotomous 
division of all 30 stagnation problems in the present study into two 
categories, with the corresponding differences, termed "no contact" 
and "contact abuse". The frequent and protracted comparisons of 
interaction repetition and of alternatives which the staff members 
find, have supplied the basic data of the 30 processes necessary for 
the construction of this dichotomy. The lay-out concerns two 
constructed "emergent concepts" which fit in well with the material 
and seem to be applicable. Berkouwer (op.cit.) has provided a 
theoretical foundation for these concepts concerning the difference 
between these two stagnation problems and the relevant alternatives; 
these concepts are theoretically justified in chapter V. 
In 11 cases one may describe the problem in the following terms: 
- "Mrs. Pors literally screams us away from her and treats us as 
things". 
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- " Mr. Oud sees all adults, ourselves included, as his enemy". 
- "Mr. Goes is too easily offended and too quickly hurt to be able to 
allow any contact". 
- "Mr. Maat is so rigid that we cannot reach him". 
These and similar expressions are brought together in a constructed 
concept "no contact". The staff members experience the problem that 
they cannot achieve, with this patient, what Rumke (1953, op.cit.) 
calls "the experience of each other's personality in a positive 
sense". Whenever they say "we cannot make any contact with this 
patient", they can adequately describe how things go between 
themselves and this patient "in behavior and in function" (Ullmann, 
op.cit. ). 
In the other 19 cases the problem may be formulated as follows: 
- "Although we try more and more to meet Mr. Sluis halfway, he remains 
dissatisfied and spiteful towards us." 
- "Mr. Pel makes sure that he remains the boss in all situations". 
- "Mr. Tas does not allow anything to interfere with his exceptional 
position". 
- "Mr. Spee gets us to exert ourselves without ever doing anything". 
- "By means of haggling, threatening and violence, Mr. Blom gets his 
way; we cannot do anything about it". 
These and similar expressions are brought together in a constructed 
concept "abuse of contact". This is a question of patients' problems, 
such as described by Main (op.cit.): patients who suffer greatly 
themselves, because their needs are not met and they never feel 
satified or fulfilled. The anger, resulting from this lack of 
fulfilment, is directed towards people in the direct environment. 
The word "abuse" is not used in any moral sense here. It refers to a 
means of making contact in which the other person is primarily treated 
as an instrument - although not in the sense of a means to a single 
and simple goal, such as when someone buys a ticket at a counter, an 
action which one could just as efficiently perform through a ticket 
machine. Uhat is meant here is a way of making contact in which one 
actor uses the other as someone who has to boundlessly satisfy 
unfulfilled needs; as someone who immediately provides for, or 
withholds, the satisfaction of desires; the actor treats the other not 
as a person for his own sake. The other experiences such contact as an 
abuse of his person and of what he has to offer. (See also Holden's 
remark on abuse, p.9 before). Abuse of contact is, in the above 
mentioned illustrations, an experience also of the staff members. 
It therefore seems possible to insert a classification of "no contact" 
and "abuse of contact" into the staff members' formulation of the 
problem. Appendix 1 indicates through which formulation of the contact 
problem the treatment process is studied. It seems, moreover, possible 
to retrace this classification to the planning of alternatives for 
interaction, such as is dealt with in section 5. 
Question 1 of figure 1, related to the treatment team's description of 
the treatment stagnation, is answered in the above findings. The way 
in which the treatment team describe the treatment stagnation can be 
divided dichotomously into "no contact" (n = 11) and "abuse of 
contact" (n = 19). This answer is summed up and reproduced in figure 
2, list 1. 
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Whether or not the separate teams show a priority for the way in which 
they formulate the stagnation problem is not taken into consideration. 
I have not found any indications for any kind of systematic 
preference. 
Rumke (1953, op.cit.) found the concept "contact" not sufficiently 
clear-cut and tried to specify it with the term "affective" because 
the concept may be used in different senses, as can be illustrated. 
People who know each other from the past, but who have not seen 
each other for years, may say they have not kept in contact. 
People who encounter each other every day in the train may say 
that they have no contact with each other; they mean that they 
do not know each other personally and do not speak to each 
other. 
People who live with each other as a family may say: "I have 
good contact with my mother, but my father and I cannot get on 
with each other". 
The reason for using this vague concept in this study lies in its 
current usage in the clinic. The concept of contact is usually used 
there in the sense of Rumke's description: "Reciprocal experience of 
each other's personality in a positive sense". Not exclusively, 
however; sometimes one also speaks of contact if it is possible to 
argue with a patient, because arguing may be considered as a form of 
contact. (Cf. the French proverb: "Il faut accorder pour disputer", 
literally: "we have to agree in order to argue". The English express-
ion "let us agree to disagree" presupposes the ability to agree of the 
persons involved). The clinic assumes that, with the patients, it is a 
question of problems with the most basic aspects of human intercourse: 
first, making contact with another and then mutually placing limits on 
this contact. People need te learn to live with these limits, insofar 
as they themselves have to maintain their own space and respect the 
space of others. 
The concept of contact, as used in this study, has merely been 
sketched in a few lines in this short explanation. The precise and 
specific characteristics of the concept are not gone into. In chapter 
U a more elaborate discussion of the use of this concept and other 
such vague terms follows. 
IV.2.2. The experiencing of interaction problems by the treatment team 
One can take it for granted that the treatment teams in the clinic are 
used to quite a lot, in terms of problems of interaction with their 
patients. Interaction problems are literally the order of the day; 
group leaders, in particular, have to spend a considerable amount of 
time dealing with such problems and generally seem to come to some 
kind of solution. They do, however, sometimes have the feeling that 
they are not getting anywhere, a feeling which can have various 
causes. 
"We invest a lot of energy in Mr. Maat, but we do not actually 
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get into a conversation with him. You can only talk to him about 
facts. If we do that, he soon feels falsely accused and causes 
violent clashes with us. He always keeps his feelings outside 
the conversation. We gradually become exhausted". 
"We, group leaders of the team, have faith in Mr. Sterk. Our 
treatment plan runs aground because the other staff members do 
not share our faith and thwart the policy which we try to follow 
regarding Mr. Sterk". 
Sometimes they experience that they are losing their sympathy, even 
every feeling, for the patient. 
"We have the feeling that we are dealing with a robot. Mrs. Pors 
makes us despondent and powerless because we fail to achieve any 
form of normal communication with her. We notice that her 
behavior prevents us from seeking further contact with her." 
Sometimes they register deterioration. 
"If we survey Mr. Sluis' development, then we see that he is 
becoming hardened. We have tried to go along with his ideas, we 
have tried to support his own plans, but when it comes down to 
it, he will never tie himself down and he acts more and more 
frequently in a violent way towards staff niembers" 
Sometimes they have become so afraid of a patient, due to his 
violence, that they do not dare to set him any limits when no other 
staff members are present. 
Before staff members of a team get round to consulting with other 
staff members, they have already been trying themselves for some time 
to get the treatment process going again, without success. Such vain 
attempts can, in time, lead to feelings of frustration and exhaustion 
and, amongst other things, the experience which Main( op. cit.) and 
Lamb (op.cit.) describe. It is not seldom that such experiences of 
failure lead to rejection of a patient, as described by Winmcott (op. 
cit.) and by Poggi & Ganzarain (op. cit.). The team members usually 
recognize such feelings in themselves. They have lost their distance 
and have run aground with the patient, as in the past people often 
reached a deadlock with him. Then the team members know that they 
cannot help the patient and that they cannot offer him any support. 
They realize that they are letting the patient down because they know 
how necessary it is for him that they continue to seek contact with 
him. They seek consultation in order to find a different approach 
towards the patient. 
Very occasionally, things go so far that a treatment team can no 
longer endure contact with the patient and that all they want is to be 
rid of him. The team members have then not only lost their distance, 
but also their willingness to look for contact. 
"We do not want to work with Mr. Marks any longer. He must now, 
at last, experience the consequences of his behavior". 
Ill 
l\l.2.3. The way in which the treatment team views the contact problem 
with the patient 
The treatment teams can conceive the contact problem with the patient 
in different ways. 
1. Sometimes the team sees a contact problem as an interaction 
problem: the team members realize that the patient causes reactions in 
them through his behavior, reactions which serve either to maintain 
his behavior, or even to reinforce it. Despite this, they cannot react 
in any other way. 
- In a case of no contact : 
"We try to offer Mrs. Droog something to hold on to, by bringing 
structure into the conversation. She slips out of this by always 
asking for elaborate explanation of all sorts of details. If we 
go into this, the conversations with her become endless and we 
run aground. Our only answer to this is to try, yet again, to 
bring structure into the conversation". 
- In a case of contact abuse: 
"Mr. Troost demands much attention, by pestering us. We try to 
ignore this pestering and only react to positive behavior, but 
the pestering often escalates to such an extent that we can no 
longer ignore it. If we act, Mr. Troost is mortified and reacts 
by pestering us again". 
These interpretations may be represented schematically: 
we < — = === = ====> he 
The team members define the contact problem which causes treatment 
stagnation as a circular process, in which the team and patient 
influence each other. 
2. Sometimes the team members see the behavior of the patient as the 
most important cause of the problems. The patient's behavior causes 
them to feel powerless. 
- In a case of no contact: 
Mr. Goes is so touchy in his reactions that it is impossible to 
talk to him about his behavior. 
- In a case of contact abuse: 
"Mr. Blom puts pressure on us by his dominating manner. We do 
not have an answer to it". 
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These interpretations may be represented schematically: 
we < he 
The team members see the behavior of the patient as the cause of the 
contact problem which causes the treatment stagnation and their own 
reaction as a consequence. 
3. Sometimes the contact problem is viewed in terms of a disproportion 
between what the patient needs and what can be offered to him. 
Were the treatment team themselves to have more possibilities at their 
disposal, then the development of the patient would be revived. 
In the case of no contact I have not been able to find this 
interpretation of treatment stagnation. This makes sense, because a 
patient who manages to create the idea amongst staff members that they 
ought to be doing more for him than they actually do, must be capable 
of creating some bond with the staff members, in other words: make 
contact with them. If team members observe a treatment stagnation as 
"no contact can be made", then it is unlikely that they will, at the 
same time feel moved by the patient personally to make a greater 
effort. 
- In a case of contact abuse: 
"Mr. Vlugt expects that those whom he likes will experience 
everything in the same way as he. If this does not happen, he 
causes violent clashes. We don not succeed in helping him enough 
for him to progress". 
This interpretetation may be represented as: 
we > he 
The team implicitly anticipate the possibility of changes in the 
patient's behavior, as long as they are capable themselves of doing 
something about the contact problem, by adopting another approach. 
4. It does occur that a treatment team realizes that it cannot get any 
further, but cannot make head or tail of the problem; it cannot put a 
name to it. 
- In a case of no contact: 
"We do not know why Mr. Luyks stays in the clinic. Should we not 
give him more freedom7" 
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- In a case of contact abuse: 
"Is Mr. Klijn progressing or is he just displaying signs of 
external adjustment7 We co not know how to gain more insight 
into this". 
This interpretation may be represented as: 
we 1 he 
The team members can make no connection between the behavior of the 
patient, their own reaction and the streatment stagnation. 
Question 2 of figure 1: in which framework does the team place the 
stagnation7 is answered by the above. The answer, summarized, is 
reproduced in figure 2, list 2. The teams use four frameworks: 
a. the framework of interaction between patient and treatment team (n 
= 7) 
b. the framework of the behavior of the patient (n = 12) 
c. the framework of the reaction of the treatment team (n = B) 
d. no, or unclear, framework (n = 3) 
The framework of the reaction of the treatment team (c.) is not used, 
at any rate within the present study, when the team see the stagnation 
in terms of not being able to make contact. 
I have not been able to find any grounds for the assumption that the 
choice of interpretative framework is connected with certain teams; 
various, and sometimes all, interpretations occcur with all teams. 
IU.2.4. The conception of the contact problem and the choice of a 
consultation strategy 
The construction of vignettes for the 30 processes studied, creates 
the possibility of grouping the findings of this study in such as away 
as to make it possible to see connections. 
There are connections between the way in which a treatment team views 
the difficulty and the consultation strategy which it chooses. It is a 
question of plausible links, which have not been examined any further. 
Where a team sees the running aground as a problem of interaction, the 
choice is not made for a discusson as to whether the patient should be 
placed in intensive care. This is sometimes the case with other ways 
of viewing the stagnation. When a patient is placed in intensive care, 
it is precisely the daily intercourse between the patient and his 
group leaders which decreases. It is obvious that, when the problem 
that needs to be dealt with is seen as one of interaction, the first 
thing that one thinks of is not taking the patient out of his everyday 
surroundings. 
The strategy in which the patient is taken along to the staff 
discussion, is to be found exclusively in those cases where the 
stagnation is seen as a particular problem of the patient. It is a 
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plausible conjecture that team members, in such a situation, should 
think: "Let other staff members experience, for once, how difficult it 
is to work with this patient". 
Sometimes a team observes treatment stagnation without organizing a 
discussion about this stagnation. The team members may have the 
feeling that they are failing the patient. This feeling can mean that 
there is a loss of distance and that the team members are being 
manipulated by the patient. The team members can, possibly not 
completely consciously, be afraid that the staff will unmask this 
manipulative interaction, whereby the team members would find 
themselves in a tight squeeze between confrontation with the staff and 
the demands of the patient. 
The team registered stagnation in the treatment of Mr. Baks. The 
team remains silent, however, about the stagnation during a 
staff discussion on the question as to whether or not Mr. Baks 
should be given leave to visit his family. They see the 
stagnation in ternis of Mr. Baks' need for more help and support. 
The team members protect Mr. Baks from interference by the 
staff, who, considering their distance from his treatment 
process, could well view the stagnation differently. 
The way in which the treatment team and staff conduct the discussion 
on the treatment stagnation is the subject of the following sections: 
І .З., IV.4. and IV.5. 
IV.3. Discussion to achieve renewed treatment planning: information on 
treatment stagnation 
In the discussion of treatment stagnation, an exchange of information 
brings to light that the staff members of the treatment team have 
become involved in interaction difficulties: they have lost the 
necessary distance from the patient and their own feelings and no 
longer find themselves able to restore this distance. It is for this 
reason that they seek consultation with other staff members. 
From the reports on such stagnation it appears that the treatment 
problem which the team members want to discuss is not only the 
patient's problem, but that the interaction between him and the team 
has begun to form a repetition, in a stagnating way, of past 
interactions. 
The interaction repetitions can display differences, dependent on 
whether the most important treatment problem exists in the inability 
to establish contact, or in the misuse with the patient makes of the 
contact; a difference which has been discussed in section 2. In all 
cases, however, the stagnation can be described in terms of 
interaction repetition. A parallel can be seen with what happened 
previously between the patient and his environment. 
This section concerns the interaction repetition itself and restricts 
itself to those aspects of the interaction repetition which are 
observable in the discussion. The function of a discussion on 
treatment stagnation is that people can explore the difficulty 
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together. This demands a special climate for the meeting. When the 
conditions are right, then staff members may succeed excellently in 
exploring and clarifying the problem in their interaction with the 
patient and the influences it has their behavior towards the patient. 
Sometimes the exploration fails and the treatment stagnation is not 
clarified. Despite this, it may be possible in these cases to trace 
the interaction repetition in the report of the meeting and in other 
staff documents. 
The interaction repetitions have, apart from the common 
characteristics within the categories of no contact and contact abuse, 
individual characteristics. These individual characteristics refer to 
the function of the repetition for the individual patient, a question 
which is discussed in section 4. 
IV.3.1. Differences between "no contact" and "contact abuse" 
The quality of the interaction repetition, i.e. the behavior of the 
interaction partners, is usually different, depending on whether the 
treatment team previously formulated the problem as "no contact" or 
"contact abuse", even though the border between the two categories is 
not always clearly definable. 
a. No contact 
What happens when staff members attempt to arrive at a personal 
encounter with a patient, whose problem is that he is hardly, or not 
at at all, capable of this9 
A patient with this problem will violently resist all such attempts 
and will express this resistance in his behavior, day in day out. This 
can happen m all sorts of ways. 
a 1. The patient may simply not respond to this approach and take 
refuge in something else. 
Mr. Valk reacts to persistent attempts at making contact with 
accusations, which are reminiscent of delusions. He claims that, 
for example, staff members or his fellow group members poison 
his food. Such behavior can, certainly when it occurs in the 
midst of a group of patients, easily lead to arguments, in the 
fashion of "Yes, you did" - "No, I did not". Eventually, no 
attempt is even made at solving such discussions, because the 
behavior has, in the meantime, evoked an indifferent 
peevishness, of the sort: "There goes Mr. Valk again". 
a 2. Sometimes a patient manages to thwart all policies, without 
anyone being able to control this. 
With respect to Mr. Hoi, it was categorically decided that his 
drugs importing acquaintances should not be admitted. Despite 
this, the acquaintances were to be found, a few days later, in 
the living room of the patient group. After the event, no one 
could explain how this could have happened. 
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It is as if the patient constantly manages to escape from the 
framework which the staff members find necessary, in order to be able 
to make contact with him. Whenever they think that they can reach him, 
he appears to have "just departed". 
a 3. A patient can sometimes reject the staff members so forcibly that 
they are, as it were, thrown back in their attempted approach; they 
become even further removed fromn the patient, instead of coming 
~loser. 
A staff member said of Mrs. Pors: "I don't exist for her, I am 
just thin air. I have the feeling that she offends me on 
purpose. She recently had something wrong with her wrist and I 
asked her how she was. She snarled at me: "Why don't you say 
something about my clothes instead7" With her, there are always 
little things like this which cause irritation. I cannot 
empathize with her anymore. With others I still try now and 
again but I cannot absorb myself in her anymore". 
The staff members have tried, in vain, to approach her. They cannot 
try anymore and they, in their turn, begin to reject the patient. 
The group leaders in particular, whose specific task it is to make 
personal contact, experience it as frustrating and discouraging when 
they fail in this. They often experience the feeling of being taken 
for a ride or being made fun of; an experience which can affect the 
group leader's sense of identity: "Is there something wrong with the 
patient or with me7" If nothing changes in the way the group leaders 
experience the resistance and rejection of the patient, this feeling 
will sooner or later be expressed in their reactions towards the 
patient. By doing this, they reinforce the vicious circle in which the 
patient is trapped: the patient is barely, dr not at all, capable of 
establishing contact with other people, and they, in their turn, 
abandon their efforts. 
b. Contact abuse 
In the case of contact abuse the experiences of staff members often 
take on a different hue. 
b 1. Sometimes a patient actively goes along with the staff's attempts 
to approach to him, but only on his own terms. Others must merely 
serve his needs and desires, and may not demand anything from the 
contact. 
This problem occurs with Mr. Tas, who, in interaction with his 
treatment team, has managed to gradually procure numerous 
privileges and exceptions, refusing to allow later discussion 
concerning any of them. Even though he is very lean and skinny, 
he manages, without words and merely by using gestures and poses, 
to express so much threat and inspire so much fear that the team 
need the help of other staff members before daring to renew 
restrictions. 
b 2. Sometimes the staff members feel themselves bullied by 
conflicting demands. 
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Mr. Meys wants to receive spontaneous love and concern from his 
group leaders, whilst violently rejecting every uninvited 
interference concerning his well-being. The staff members begin 
to take more and more careful account of his demands but they 
notice that they continually run aground and get no further with 
him. 
b 3. Sometimes the patient manages, time and again, to split the staff 
members amongst each other. 
On the subject of Mr. Marks the treatment team, angrily and 
desperately, said: "We can't and don't want to go any further. 
Despite all the energy which we put into him, he doesn't change. 
Every time he has struck one of us, the usual discussion follows 
as to how and why, rather than that he be faced with the 
consequences. He always knows how to play on people, who then 
give way to him". 
Other staff members said: "We agree with you. But let us try 
with him just once more" - to the great chagrin of the treatment 
team who felt that they were not being taken seriously, for the 
umpteenth time. 
The contact created between the patient and his treatment team fails 
because there is insufficient success in imposing limits, within which 
the patient himself can do something about his development. He 
continues to expect that others will fulfill his needs. 
Contacts with patients, such as those admitted to the clinic, involves 
so many problems, either because they refuse contact or seriously 
abuse it, that other people are often inclined to either give up 
attempts at making it, or break it off (cf. Frosch, op.cit., and Baan, 
1955a). Due to the situation in the clinic the patient and his 
treatment team remain intensively dependent on each other, and it is 
likeble that the patient needs exchanges with other people, however 
negative they may be, to prevent him from becoming totally isolated. 
The reaction of staff members to the patient's behavior, or rather, 
the interaction between the staff members and the patient, has been 
discussed both theoretically and in an more general sense, in chapter 
II.1. As far as the rejection of contact and the reaction to this of 
staff members are concerned: if the staff members do not succeed in 
making contact with the patient, their usual reaction is to seek no 
further advance or else to reject the patient. This may be expressed 
by they themselves beginning to behave in a way similar to that which, 
with the patient, caused the failure. When dealing with a suspicious 
patient, staff members may become suspicious, a rigid patient may make 
them rigid, a patient who is hostile awakens their hostility. 
As far as the abuse of contact is concerned: the more the patient is 
capable of making any contact, the more complex the problems of 
interaction become. In this condition staff members experience the 
situation as more ambiguous, both sympathy and rejection are felt. 
These feelings can occur either simultaneously or alternately, or 
divided amongst different staff members. When a patient is capable of 
contact with a few staff members, be it only instrumental and 
demanding, then there is a chance, when there is loss of distance, 
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that these staff members and the patient will form a coalition and run 
aground together in interaction difficulties with other staff members 
who are being rejected. If those other staff members lose the distance 
from their feelings of being rejected, then they can, on the grounds 
of that feeling, in their turn reject the patient and his coalition 
partner. 
In the following four illustrations of a discussion about treatment 
stagnation, the researcher has understood the previous formulation of 
the difficulty by the treatment team and the framing of it (see 
section 2) as follows: 
1. No contact at present, no contact in the past. 
2. Contact abuse at present, contact abuse in the past. 
3. There is no contact, but this remains unnoticed by the staff. 
4. There is contact abuse, but this remains unnoticed by the staff. 
Interaction repetition: no contact at present, no contact in the 
past 
In a discussion in which the staff members examine together why there 
is no success in making contact with Mr. Zwart, it becomes evident 
that Mr. Zwart repeats, with his treatment team, what he has been 
doing his whole life with others: preventing them from being able to 
oversee his life and preventing them from using this position to make 
contact with him. 
A treatment team brings up the point that contact with Mr. Zwart 
cannot be established, whilst he is constantly involved in 
matters of a dubious nature with his fellow group members. The 
team members suggest that he is placed temporarily in intensive 
care, in order to remove him from his fellow patients, in the 
first place. 
Enquiries reveal that Mr. Zwart has a rich arsenal of techniques 
at his disposal in order to hold of any contact with the members 
of the treatment team. He knows how to use his charms in 
avoiding contact, he sows diffusion and dissension over every 
agreement, he takes almost everything said to him as a reproach 
and creates in others feelings of guilt about their reproachful 
labeling attitudes. If this does not seem to have the desired 
effect, he then behaves, even if in a concealed way, most 
threateningly. 
The team members are unable to give an answer to all kinds of 
questions, posed during the discussion by other staff members, 
concerning the everyday affairs of Mr. Zwart. It comes to light 
that it is possible to describe one's experiences with Mr. 
Zwart, but nothing is known of the experiences of close 
colleagues. It appears that experiences shared with a colleague 
are afterwards viewed in a completely different way by those 
involved, so that these experiences are more likely to sow 
confusion than contribute to common insight. 
Mr Zwart is a young man with a good mind. He was already considered to 
be uneducatable at primary school age and he became entangled in an 
indistinct criminal existence, in which he developed in a very 
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one-sided way. It was ascertained time and again, that nothing would 
come of him without residential care. Despite this, such help was 
never forthcoming even though it was unclear in the reports as to why 
no-one intervened. In fact, the reports showed an increasing lack of 
clarity. The writers of the reports succeeded less and less in keeping 
an eye on this young man, who was deprived of his freedom only after 
having eventually killed someone. 
The extensive files which accompanied Mr.Zwart when he was admitted to 
the clinic were particularly well ordered and had a neat table of 
contents. It was only after studying them that it became clear how 
chaotically entangled the authors had become, probably without being 
aware of it. Mr. Zwart, at different times and simultaneously, had had 
dealings with different judicial bodies, each of which followed their 
own policy with him, or rather: each, on their own grounds, refrained 
from intervening. Within a period of a few years six judicial bodies 
had already been involved in his case. Apparently, the writers of the 
reports had not been able to do anything else for Mr. Zwart than run 
along after him and his chaos, documenting their own interventions. 
This was not, as explained earlier (chapter III.2.2) because the 
writers of the reports lacked the capacity to survey the situation, 
but because a patient with such a weighty set of problems demands much 
more time than is usually available with a normal case-load. 
In the staff discussion the following could be observed: 
1. The treatment team formulates the problem in terms of "no contact". 
The team sees the patient's behavior as the most important cause of 
treatment stagnation. 
2. In the staff discussion the stagnation is explored to such an 
extent that interaction problems between the patient and the team 
come into view. 
3. These interaction problems can be seen as interaction repetition. 
4. This interaction repetition is not explicitly discussed in the 
meeting. 
Interaction repetition: contact abuse at present, contact abuse in the 
past 
It becomes evident in a role-play that Mr. Sterk repeats with the 
staff members in his direct environment, what he has already done all 
his life with others: inducing the other to trust him, with friendly 
and winning ways, and keeping hidden the fact that he leads a double 
life. 
A treatment team wants to conduct a role-play. The group leaders 
of the team consider it necessary for Mr. Sterk that they allow 
him more freedom. The staff opposes this because Mr. Sterk 
continuously breaks the trust which they have placed in him. 
There is talk of financial bungles and after a period of granted 
leave he has returned with illegal drugs on the sly, whilst 
simultaneously expressing open indignation towards a fellow 
group member whose family smuggles in alcohol. Once detected, he 
complains that it is so difficult for him, as he cannot do 
without the suspense involved in illegal conduct. 
The leader of the role-play begins, together with the team 
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members, to look for a possible interaction problem between the 
patient and themselves. He does not want to pursue the 
controversy between the team members and other staff members as 
they are not present. 
As the play progresses, recorded on a video-recorder, it becomes 
obvious from the actions of the protagonist (the player taking 
on the role of Mr. Sterk), that Mr. Sterk behaves in a very 
engaging way and that he obstructs his group leader, through his 
attitude, in making demands on him or retaining these demands. 
When the group leader remonstrates to the protagonist that he 
will have to cut his coat according to his cloth, the latter 
says in a soft voice: "That 41 be hard on my family", and 
averts his glance from the group leader. In watching the 
video-recording the supervisor recognizes this as one of the 
moments in which he is inclined to give way to Mr. Sterk. 
The staff members who are present as spectators are struck by 
the non-verbal aspects in the play. The coordinating group 
leader who is well acquainted with the interaction between Mr. 
Sterk and his treatment team, remarks that the real intercourse 
is even much warmer and friendlier, than represented in this 
play. One of the group dynamicists sees how close to each other 
the patient and group leader sit at the table and how the group 
leader, from his position of proximity, tries, as it were, to 
get even closer, by constantly bending over towards the patient. 
Apparently, the patient invites the other, in an intensive way, 
to make contact. 
It is discussed that Mr. Sterk, as a child, learned how to get 
things managed, only by this clinging and seducing behavior. 
Mr. Sterk suffered serious physical and pedagogical neglect as a young 
child. It was only to a brother that he could in any way cling, and 
together with this brother he tried to discover how a person could 
keep afloat and get what he wanted in an adult world which to both 
children seemed hostile and inaccessible. 
With his engaging outward appearance he has developed the capacity to 
lead an almost completely double life: during the day the friendly, 
handy and hard-working husband and craftsman, in the night-time the 
thrill-seeking burglar and robber, who deliberately uses drugs in 
order to have the nerve to express his violent tendencies. Things 
develop in such a way that he finally kills someone. 
In this role-play the following could be observed. 
1. Implicitly, the staff formulates the problem in terms of abuse of 
contact with the treatment team. The patient manages to divide the 
staff members amongst themselves. The team members see the most 
important cause of treatment stagnation in what the staff does not 
offer. 
2. In the role-play the stagnation question is explored to the extent 
that interaction problems between the patient and the team come up. 
3. These interaction problems can be seen as interaction repetition. 
4. This interaction repetition is explicitly discussed in the 
role-play. 
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Interaction repetition: there is no contact, but this remains 
unnoticed by the staff 
In the interaction between Mr. Oud and his treatment team that which 
occurred between him and his mother is repeated: a feeling of 
affection between them but without any consequences attached. In the 
discussion with the team about the stagnation, the staff have not seen 
this repetitive interaction between Mr. Oud and the team, and have 
thereby reinforced it. 
Mr. Oud's team wants him to be placed in intensive care, because 
the treatment is not progressing. The team members write this 
down to a series of Mr. Oud's characteristics, such as his lack 
of perseverance, his need to gain attention by mischievous and 
destructive behavior, and his rejection of responsibility. 
In the staff meeting no-one explores the stagnation in 
treatment. By coincidence, precisely those staff members who, 
through their working method, almost always guarantee that the 
distance factor receives attention, are absent on this 
particular day. 
A thread running through Mr. Oud's life seems to be the fact that he 
always and everywhere occupies a different position from others and 
that he never seems to belong. What is striking, is the strong tie 
between his mother and himself on the one hand, but the limited effect 
of this tie on the other; both are apt to take little account of the 
wishes of the other. No-one else can succeed in making contact with 
this young man, whilst, at the same time, no-one sees this as a very 
important problem. 
In the staff discussion the following could be observed. 
1. The treatment team does not formulate the stagnation as a problem 
of "no contact". In the context, it seems that the treatment team 
brought up the subject problem out of concern for Mr. Oud, but not 
in contact with him. 
2. In the staff discussion the stagnation is not explored. The 
difficulties between patient and team do not come into the picture. 
3. Lack of contact, as presented in this form, can be found in the 
reports on Mr. Oud. That is why the treatment stagnation can be 
conceived of as repetitions of past interactions, particularly 
those between Mr. Oud and his mother. 
4. The lack of contact, as interaction repetition, is not brought up 
by any of the staff members. 
5. Despite the many problems in handling Mr. Oud, problems which arise 
almost constantly in working with him, the team rarely ever makes 
use of procedures available in the clinic (see p.107 before) for 
discussing the absence of progress. In this way, Mr. Oud fails to 
receive coherent and integrated care, even though the team has much 
pity for his lot. 
Interaction repetition: there is contact abuse, but this remains 
unnoticed by the staff 
A treatment team wants a role-play about its interaction with Mr. Pel. 
The team members have great difficulty in their intercourse with him 
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and they feel threatened by him, whilst at the same time a more or 
less exclusive contact has developed between Mr. Pel and the senior 
psychotherapist who defends him against other people. 
In a role-play, the team members want to examine how they can 
evaluate the treatment with Mr. Pel. The difficulty for the team 
members is that Mr. Pel turns every conversation into a 
situation of winning or losing and, if losing seems imminent, he 
becomes so threatening that no-one dares do anything but give 
in. The team members are looking for a new plan concerning Mr. 
Pel, a means by which they can avoid situations of winning and 
losing with him. 
By coincidence, the leader of the role-play, as senior 
psychotherapist belonging to the staff, is temporarily 
maintaining a psychotherapeutic contact with Mr. Pel. Through 
this contact he has become impressed by Mr. Pel's life problems. 
The play-leader draws the team members' attention to Mr. Pel's 
loneliness and his affective insecurity and neediness. He sees 
him as a man who cannot bear that anyone sees him make a 
mistake. The interaction of domination and suppression is hardly 
discussed any further. 
Mr. Pel is extremely intelligent. He grew up in a children's home 
where the personnel had difficulty in handling him, due to his 
aggression. At the same time he had, in this home, a strong and secret 
bond with a group leader, who satisfied his need for personal 
affection. When he began to get more and more violent towards her, she 
did not dare to make this known. Once he was standing on his own feet 
in society he expended most of his energy in attempts to claim his 
former group leader completely for himself without realizing any of 
his potential for development. He finally got so stuck that he killed 
someone. 
In this role-play the following could be observed. 
1. The treatment team formulates the stagnation as a problem of 
contact abuse, in the sense that the team members feel that they 
have to comply primarily with the demands of the patient. They see 
that which cannot be offered (a suitable approach to treatment 
evaluation) as the most important cause of the treatment 
stagnation. 
2. In the role-play the stagnation is not explored.The play-leader 
does not pursue the question of the team members' feelings of being 
threatened. He stands up for Mr. Pel: an expression of concordant 
identification, not recognized as such. 
3. This interaction between Mr. Pel, the people in his immediate 
vicinity and someone in an exceptional position, may be conceived 
as a repetition of past interactions. 
4. This interaction repetition in abuse of contact is not recognized. 
5. The play-leader recognized his concordant identification by reading 
a report on the play, summarized by the researcher. It is worth 
noting here that, despite having made the report, the researcher 
had not herself noticed the repetition. 
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Question 3 of figure 1, the question as to which interaction problem 
is manifest, can be made evident in all 30 cases. It is a matter of 
individual and varied interaction problems between an individual 
patient and a treatment team. 
Question 4 of figure 1, concerning the control in previous reports, 
can in all cases be answered in the positive. The material in these 
reports shows that one can speak of interaction repetition in all 30 
cases. 
Question 5 of figure 1, as to whether or not the treatment team and 
staff put the interaction into words, is answered in the above. It 
usually (n = 24) does occur, but sometimes not (n = 6). The answer is 
summarized in figure 2, list 5. In 24 of the 30 cases studied, the 
problem of interaction is explored to such an extent that it can be 
traced in the report of the discussion. In those cases the staff does 
not always explicitly bring up the interaction repetition, far from it 
in fact. The reader of the report on the discussion is, however, able 
to observe the interaction repetition on the basis of the report and 
the reports from the previous files. 
In 6 of the 30 cases studied, it seems that the staff have not 
explored the treatment stagnation. This shortcoming can be conceived 
of as interaction repetition. In these cases the requirement of 
"retention of distance", for which the organization of the staff ought 
to provide, was not properly observed. This may happen if someone 
whose specific task it is to maintain distance (e.g., the supervisor 
or the leader of the role-play) through personal involvement with the 
patient has lost his own distance, without being aware of it. Apart 
from this, it can also happen that, for whatever kind of reason, less 
care than usual is taken during a staff meeting. 
IV.3.2. The stagnation discussion 
The predominantly verbatim reports of one of the five forms of 
stagnation discussion show how the staff members exchange information 
with each other about the stagnation in treatment. 
This exchange of information seems most successful when outsiders, in 
relation to the treatment team, thoroughly explore the problem by 
proceeding to question the treatment team until the concrete details 
of the stagnation problem have been meade clear. The exploration 
reveals that group leaders in particular usually appear to know more 
about the patient and their interaction with him, rather than what 
they are apt to tell or write about him; a phenomenon which 
corresponds with the experience acquired whilst interviewing members 
of treatment teams. 
Various staff members appeared surprised, during interviews with 
an interested interviewer, to discover how much more they knew 
about a patient than they thought they did. This made a group 
leader realize that her usual method of working, that is 
producing reports on patients on her own, was not very 
effective. She had also noticed in other situations, that she 
was made conscious of more, and particularly more relevant, 
facts about working with the patients during conversations with 
colleagues, than whilst sitting alone at a desk, writing. 
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A discussion oF the treatment stagnation demands a certain climate in 
the meeting, involving a suFFicient Feeling oF security. Not only 
patients, but also staFF members, need security to be able to learn 
(see Bowlby, loc.cit.). The members oF the treatment team realize that 
they have lost the distance which is so vital to the treatment and 
they have asked For the discussion in order to regain this distance. 
IF they wish to make their loss oF distance the subject oF the 
discussion, then the examination of this loss must be Free From 
judgements or condemnation. This criterium is also put Forward by 
Bettelheim (1974, p.336). Members of a treatment team must be given 
Freedom to admit that they have come to hate the patient, or that they 
have become indiFFerent towards him, or that they are aFraid oF him, 
or whatever experience they might have in their intercourse with the 
patient. 
The Findings oF the present study conFirm, in two ways, that this 
sense oF security usually Functions reasonably well. First, the staFF 
members are Frank in their discussions with each other, in the way 
they tell oF their experiences. Besides, they never objected to the 
discussions being recorded verbatim For the beneFit of this study, by 
the use of a recorder; on the contrary, they were generally in Favor 
oF it. 
Two dimensions can be distinguished in the way in which questions are 
posed in a discussion about treatment stagnation: the explorative 
versus the testing questions and the value-Free versus the normative 
questions. 
As Far as the First dimension is concerned: one usually begins the 
discussion with explorative, open questions such as: "Can you describe 
what the patient does7" "How do you react when he does such a thing7" 
The questions become more testing and closed as the exploration 
becomes more eFfective: "Thus the patient, in fact, cannot bear it iF 
anyone demands anything oF him7" 
By exploring, the staff seek to approach the treatment team, and by 
testing, seek confirmation of whether they are coming close or not. 
The exploration may display gaps. A gap in the exploration occurs when 
someone intuitively or on the basis of experience begins to ask 
questions of a testing nature at an early stage of the discussion, 
without explaining on which hypothesis or suppositions these testing 
questions are based. Experienced staff members apparently can 
sometimes strike a bull's eye with their testing questions, without 
preliminary exploration. This can seem to others like the possession 
of magical powers. It then appears that staff members believe such a 
thing as "There is One who knows everything". 
A rather comical illustration of this occurred during a role 
play which was led by a trainee play-leader. When she, at a 
certain point, consulted the trainer who was watching from 
behind a one-way screen, he gave her a suggestion as to how she 
could intervene. She took up the suggestion and, having returned 
to the play-room, put it immediately into practice. To this a 
colleague remarked, amidst general hilarity: "She has just been 
to see God". 
It is noticeable in the reports that staff members are inclined to 
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answer outright questions from, and take up the suggestions of, their 
more experienced and therapeutically more educated colleagues, without 
critically examining the basis for these questions and suggestions. In 
section 5, this is discussed more fully. 
A gap in the exploration can also occur through the fairly loose 
structure which the clinic maintains for its meetings, with plenty of 
room for associatory comments. Sometimes someone can prematurely 
redirect the subject of the conversation from the exploration of the 
treatment stagnation to the significance and function of the facts 
which become available or to the planning of alternatives, without the 
chairperson stopping it. The exploration is prematurely cut short. 
The second dimension in the way questions are posed relates to the gap 
in the exploration which occurs when staff members identify to such an 
extent with the interests of a patient (a form of concordant 
identification, not recognized as such), or with the interest of 
psychotherapeutic work in general, that they naturally assume that 
every participant in the discussion operates from the ideal treatment 
position: maximum approach with retention of distance. The way in 
which questions are posed can be differentiated here into "asking for 
an answer" versus "interrogating as to responsibility". These staff 
members have lost sight of the fact that loss of distance is precisely 
the problem being discussed. Inherent in the questions which they pose 
is what in their eyes the treatment teani ought, but neglect, to do. 
The frequently irritated and negative reactions to such questions 
reveal how sensitive the team members may be to the reproach which 
lurks in such questions; an irritation which blocks the learning 
process and the finding of alternatives. 
There is, however, no ground for the conclusion that a particular type 
of question will always be disfunctional; the various types of 
questions can all have their uses. It can sometimes stimulate a 
discussion about a treatment process if someone prematurely terminates 
the exploration with a straight hit. It can protect the interaction 
processes between staff members and the patient from petrifying, if 
someone can manage to keep the tension between what happens and what 
ought to happen alive and perceptible; an important task for a 
treatment center. 
IV.ü. Discussion to achieve renewed treatment planning: discussion 
with the purpose of understanding the given treatment stagnation 
Tracing the significance and the function of the stagnation implies 
before all: expressing what the intercourse between the patient and 
the treatment team means to those involved. From which perspective do 
they see their own and others' behavior and how do they behave, on the 
basis of this perspective7 It is a question of understanding each 
other's behavior, as it manifests itself in concrete situations. 
In a clinic which is geared to the treatment of patients, the question 
of the function, for a patient, of his restricted repertory of 
behavior arises naturally. An explanation of this function, to the 
patient himself, is given by the perspective which determines his view 
on any given situation. In this study, the perspective of a patient, 
that is to say the significance he attaches to a concrete situation, 
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is only discussed in so far as it is expressed by the staff who in 
doing so give their own perspective to this significance. In the light 
of the stated problem, only that perspective from which the staff 
members view their own interaction with a patient is studied directly. 
A patient does not "behave" in a social vacuum, but in interaction 
with other people. In section 3, therefore, light has been thrown on 
the way in which people in the patient's vicinity, in the clinic 
particularly the members of the treatment team, often react to this 
behavior in such a way that they are partly responsible for the 
patient's retention of it. This refers to staff members' reactions, 
characteristic of the intercourse with precisely this patient and not 
with other patients. As has been discussed in section 3, it is a 
question of characteristic reactions which can already be identified 
in earlier reports. In this study, the central theme is that the 
patient who is admitted to the clinic makes it very difficult for 
others to associate with him, or continually disrupts the association, 
in a personal and very typical way. 
The patient does this because he is unable to act otherwise. The 
clinic, and similar institutions, exist primarily in order to clarify 
such patterns in interaction repetition and subsequently treat them. 
It is this certain patient with whom the staff members fail to keep 
the facts in perspective whilst this forms no great problem with other 
patients. It is this certain patient who makes a special friend of one 
staff member and in this way splits him off from his colleagues, 
whilst the same staff member can very well make the distinction 
between the role of team member and that of friend when dealing with 
other patients. It is this certain patient whose behavior arouses the 
rage of the staff members whilst they have little difficulty in 
tolerating such behavior in other patients. 
Staff members who are not as directly involved with the patient as the 
treatment team may feel inclined to see, in a given situation of 
interaction repetition, an unusual stupidity, or negligence, or an 
inadmissible rejecting attitude towards the patient on the part of the 
treatment team. The clinic, considering the gravity of its task, pays 
special attention to the selection, instruction and supervision of 
staff members, as had already been advised by Main in 1954. Much 
effort is also invested in the collaboration between patients and 
staff and between staff members themselves. The same applies for the 
way the clinic justifies its work to the community. Through these 
investments in man-power and time, the clinic strives towards 
intensive and active social control, both internally and externally. 
Members of the treatment teams are human as anyone else of course, and 
do therefore sometimes behave stupidly or negligently and deserve a 
reproach; this point is trivial and, as such, not worth studying here. 
However, when staff members make unusual mistakes, it is sensible to 
consider whether these mistakes could be a sign of pathological 
problems in interaction. For outsiders, Mains's (1954, loc.cit). 
advice: "don't1" is relevant: they should not prematurely prescribe a 
different way of behaving with the patient, but examine first how the 
patient has manoeuvred the treatment team out of its position of 
maximum approach with the retention of distance. If a staff member or 
treatment team seem, by their behavior, to have lost track of the 
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treatment, then it is not only time to correct the mistake but also, 
and primarily, to try to understand the situation as an indication of 
interaction repetition, in order to be able to react to this signal in 
such a way that the repetition in is no longer prolonged but broken 
through. 
In studying stagnation in individual treatment plans, it is important 
to look into what the staff members themselves find relevant when such 
a case arises. The staff seem, in practice, to use various frameworks 
within which they discuss treatment stagnation. These frameworks can 
be reduced to implicit, but effective patterns of collaboration within 
the staff. The framework chosen by the staff often seems to be a 
function of the stagnation problem; in other words, the choice of 
discussion framework corresponds to differences between problems of 
"no contact" and "contact abuse". 
However, the stagnation problems in individual treatments also display 
aspects of a unique and personal nature which apply only to the 
individual patient. 
IV.4.1. Discussion of the function of the given treatment stagnation 
In the majority of cases (n = 24, see section 3) the staff members 
have, together, clearly expressed what they know about the treatment 
stagnation. From what they say, it becomes possible to see how the 
patient behaves towards them and how they behave towards the patient. 
Moreover, the repetitive character of these interactions can be found 
and described, without too much trouble, by going back over previous 
reports. 
If one sees how interaction repeats itself the question arises of how 
it can be understood. What is the function, for the patient, of his 
restricted repertory of behavior7 Which gap or misformation does he 
shield with his repetitive behavior7 By what nieans is the status quo 
in his intercourse with others maintained7 Why does he not develop7 
Within the framework of this study, the question can better be 
reformulated as: how do the staff conceive of the patient's behavior 
on the basis of his perspective on the situation or, in other words, 
of the meaning the patient gives to himself and the situation7 
Considering that the subject of discussion is repetition of inter­
action and not just repetitive behavior, one should also ask the 
question: what causes the patient and the environment — within the 
clinic the patient and the staff members — to act as they do 7 How do 
staff members perceive their own conduct in the interaction7 How do 
they see the patient and themselves in the situation in which they 
interact7 The staff members have to maintain a double perspective, 
adapted to their relationship with the patient. In other words, they 
should, as far as this second perspective is concerned, observe their 
interaction with the patient and reflect on this observation. 
In the present study, the perspective of the researcher has been 
adapted to the maintenance of these two perspectives by the staff. The 
researcher''s question is: does the staff try to understand the 
stagnation in the function of interaction repetition7 That is to say, 
does the staff attempt to do this from the patient's perspective as 
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well as from the perspective which they themselves use in interacting 
with the patient7 
When the researcher uses verb forms as constructed concepts (see 
Ullmann, op.cit.), such as "explore", "attempt to understand" and 
"design plans", she is able to observe that there is a pattern in the 
way in which the staff members use both perspectives in a discussion 
about treatment stagnation. Using the above mentioned researcher's 
question produces interesting results. 
The staff of the clinic, in their everyday work and also in 
discussions about treatment stagnation, seem to work automatically 
with the concepts of interaction and interaction repetition. The words 
are known and applied as such, but attention is also paid to the 
phenomenon itself. Questions on this subject are asked of each other 
and such questions are answered. 
"Contrary to agreement, you grant Mr. Hoi liberties. Do you find 
it difficult to refuse him anything7" 
Answer: "As for me, I do. He can be very difficult and very 
condescending". 
Often, however, no one dwells further on the interaction. It is as if 
the disturbed and repetitive interaction which has been explored is 
seen as a fact that needs to change, and will change, if only the 
patient will alter his behavior. It is a traditional aspect of the 
working method of the clinic that staff members, together, review to 
what extent they contribute to the continuation of the patient's 
disturbed behavior by their own interaction with him. The "defense" 
staff meeting is in fact designed especially for this purpose. Role-
play also produces a discussion situation, paying attention precisely 
to such interactions. However, in practice, it seems that the question 
of those interactions is often hardly pursued, or not at all, during 
discussions. 
If one compares the framework within which the staff discusses 
treatment stagnation with the treatment team with the frameworks 
within which the treatment team formulated the stagnation and 
presented it for discussion (section 2), then it is striking how 
little difference there is between the constellation of the treatment 
team itself and the constellation of the staff including the treatment 
team, in relation to the use of these frameworks. As related in the 
summary, the stagnation of 30 treatment processes is seen as an inter­
action problem in the answers to questions 2 and 6 of figure 1, with 
the same frequency (n = 7) in both constellations. 
Preference is given, in both, to crediting the problem to the 
patient's behavior (n = 12, and η = 15, resp.). This is, on the one 
hand, not surprising as the patient has been admitted because of 
behavior problems. On the other hand, it does not say much for the 
originality indispensable for the person treating, as the patient's 
repetitive behavior is precisely what the staff should design a 
treatment for. 
Often (n = 23) there is a lack of attention to the interaction in the 
examined staff debates. In 15 of the 30 cases the staff members 
together do try to reach a better understanding of the patient's 
behavior, but no attempt is made to understand why his team members go 
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along with the repetition of the interaction which tends to result 
from this behavior. What makes this even stranger, is that there is 
often a question of fairly unusual conduct, evoked by this patient 
exclusively: an interaction which therefore says something fundamental 
about precisely this patient's dealings with other people. Were the 
staff to pay more attention to the interaction, in particular to the 
way in which the team members experience, and behave towards, the 
patient, then they would probably reach a better understanding of the 
patient's problem, because the team members sometimes reflect, in 
their own behavior, that which is too much for the patient to handle 
and what he therefore wards off (cf. the complementary and concordant 
identifications). The following illustrations serve to elucidate this: 
- The team members no longer believe what Mr. Maat says. 
- Mr. Maat does not trust what he says himself. He seeks a sort 
of external foothold in the utterances of others and clings 
rigidly to these. 
- The team members can offer Mrs. Droog too little structure. 
- Mrs. Droog finds no structure in herself and tests each 
structure brought in from outside for durability. 
- The team members of Mr. Mooy are becoming despondent. 
- Mr. Mooy wards off his depression. 
Thinking in terms of such a reflection is not unusual for the staff. 
It is, however, a way of thinking which is more likely to be heard 
expressed in informal contacts between experienced staff members than 
in formal staff discussion. Whenever this way of thinking does crop up 
in formal staff discussions, it does so incidentally and without 
elucidation or instruction. This is not asked for, either. 
I\/.4.2. The frameworks within which the staff tries to understand the 
given treatment stagnation 
Starting point is the question: does the staff attempt to understand 
the meaninC) of the given treatment stagnation in the function of 
interaction repetition, that is to say: from the patient's perspective 
and from the perspective which the staff members themselves use in 
their interaction with the patient7 
It is possible to use the same frameworks for this question as those 
in which the treatment teams conceived the interaction disorders (see 
section 2): 
1. understanding the stagnation as an interaction problem between the 
patient and the treatment team. 
2. understanding the stagnation as a behavior problem of the patient. 
3. understanding the stagnation as a problem in the working of the 
staff. 
4. not reaching an explicit conception of the stagnation. 
The discussion between the treatment team, close to the patient, and 
the staff, who stand at a greater distance, offers, in principle, the 
possibility of reaching a more fundamental understanding of the 
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interaction problem, although that does not always happen within one 
discussion. The possibility to arrange a sequel to this meeting, of 
either the sanie or a different type, always exists. In a "defense" 
staff meeting it may, for example, be decided to clarify further the 
significance of the stagnation to those involved, by means of a role-
-play. A role-play may in turn lead to the consideration of a 
treatment period in intensive care. 
1. The staff views the stagnation as an interaction problem between 
the patient and the treatment team 
(n = 7, see figure 2, list 6) 
In 7 cases, the staff devoted their attention to the function which 
the patient's behavior had for him: why does he need it, what does he 
mean by it, what is he looking for, what does he expect thereby from 
the people around him7 
The staff also looked at the kinds of reactions which the patient's 
behavior evoked in the people around him, in this case the treatment 
team. What causes the members of the treatment team to get into 
difficulties over the patient's behavior7 What obstructs them in the 
maintenance of the necessary distance7 Their specific reactions can 
sometimes provide information on the problems from which the patient 
suffers. 
If the staff members together reach a greater understanding of the 
stagnating and repetitive interaction between the treatment team and 
the patient, then the possibility can arise of finding other ways of 
associating with the patient. If one sees that the present interaction 
is not working and why, then this insight can lead, either on the 
spot, or later on in direct contact with the patient, to new openings. 
This will be more fully discussed in section 5. 
2. The staff views the stagnation as a problem in the patient's 
behavior 
(n = 15, see figure 2, list 6) 
Even though the staff has explored the stagnation in 24 of the 30 
cases studied, it still seems that, in 15 of the cases, it exclusively 
attempted to understand the function of the repetitive behavior of the 
patient. It seems, implicitly, that the staff assumes that members of 
a treatment team, having more insight into what drives the patient, 
will be able to adjust their own repetitive reactions. This last 
supposition is certainly not unrealistic a prion; in practice, this 
does indeed happen sometimes. 
The staff, however, denies itself the possibility, in these cases, of 
a better understanding of what drives the patient in his interaction 
with others, all the more when he knows how to bring about reactions 
in others which are precisely characteristic of association with him. 
When, moreover, a whole team, and not just an individual staff member, 
experience problems in the interaction with the patient, then the 
chance is great that the staff members concerned will not manage, 
amongst themselves, to view this interaction from the necessary 
distance. There is a great chance that they will be bound up in a 
certain interaction pattern, and then mere insight into what drives 
the patient is not sufficient. 
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3. The staff views the stagnation as a working problem of 
the treatment team 
(n = 3, see figure 2, list 6) 
In 3 of the 30 processes studied the staff devoted its attention 
exclusively to the experiences and reactions of those who work with 
the patient. The members of the treatment team are sometimes so 
preoccupied with their rejection of the patient, their aversion 
towards, or fear of, him, that they must first of all be offered the 
chance to distance themselves from this preoccupation, before they can 
involve themselves with the patient again. 
4. The staff does not reach an explicit view concerning the stagnation 
(n = 5, see figure 2, list 6). 
Various factors may contribute to a situation wherein the staff does 
not explicitly try to understand the stagnation. Sometimes the staff 
goes directly from an exploration of the stagnation to the designing 
of alternatives, without the function of the stagnation having been 
made explicit. In 6 of the 30 cases studied, the staff, as described, 
failed to notice the problem hidden precisely in the interaction. It 
therefore failed to lay bare the meaning of the interaction, although 
it did perhaps attempt to reach a better understanding of the 
stagnation by absorbing itself in the patient. 
Question 6 of figure 1, which concerns the frame of reference within 
which the interaction repetition is discussed, is answered in the 
above. This is summarized in figure 2. The staff can be viewed as 
using four frameworks: 
1. the framework of interaction between the patient and the staff (n = 
7) 
2. the framework of the patient's behavior (n = 15) 
3. the framework of the reaction of the staff (n = 3) 
4. no, or unclear, framework (n - 5). 
І .А.З. The interaction problem and the chosen framework for 
discussion 
When the staff chooses a particular framework for discussion of the 
stagnation, although the choice is not made consciously, the nature of 
the interaction problem often plays a role. 
In normal circumstances, most interaction takes places between the 
patient and his treatnient team. The team members seek contact with the 
patient as understood by Rumke (1953): their approach to the patient 
is affective in a positive sense. If contact between the patient and 
the team arises, that contact has aspects of mutuality. 
The members of the treatment team also look at the patient, themselves 
and the interaction, with a certain sense of distance. They interact 
with the patient and also reflect on this interaction. (N.B. If the 
patient develops well, he too will reflect on the interaction. This 
phenomenon is not considered in the present study). The plenary staff 
is, of course, always present in the background, but does not fulfill 
a manifest function in the treatment at every moment. 
Whenever there is a treatnient stagnation and the staff tries to 
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understand this, then it may be expected that the staff tries to get 
closer to the treatment team which is experiencing the interaction 
problem. The staff tries to do this by watching both the interaction 
between the patient and the team (the affective exchange between theni) 
and the reflection of the team on this interaction. The staff expects 
that the team members will reassume their reflection and that the 
interaction repetition between patient and team will be broken 
through. 
If the staff neglects to understand the interaction problem, then one 
of the following two phenomena is apt to dominate (see list 6 of 
figure 2). 
First, in the eleven cases in which the team have formulated the 
problem in terms of not being able to make contact with the patient 
(discussed in section 2), the staff only once (n = 1) became absorbed 
in the interaction and the team, and in the majority of cases (n = 7) 
exclusively in the patient. The staff seems to concern itself merely 
with the search for the function of the patient's behavior. In those 
seven cases, attention is not paid to the team, nor to the interaction 
between the patient and the team. The reflection of the team, that is 
to say the recuperation of the necessary distance, remains 
unconsiderded. The team is temporarily left out of the picture. A 
large paret in this course of affairs is played by those who possess 
the best education as therapists and a broad overview of the clinic, 
play a large part in this course of affairs. As the data show, and as 
one of them explained verbally, these staff members often seem, when 
they have no or insufficient personal experience of interaction with 
the patient, to need more information about him and his behavior 
within interactions. With a patient, whose problem is that he has 
difficulty in making contact with people, there is a reasonable chance 
that few people outside his own treatment team will be able to draw on 
their own experience of interaction with such a patient. 
In such a situation, the experienced staff members explore the 
patient's behavior and look for its meaning. They seek, as it were, 
contact with the patient, by passing the members of the treatment team 
by. The fact that the interaction problem between the patient and the 
team is not discussed in terms of interaction, can be understood in 
this way: if a treatment team formulates a problem in terms of not 
being able to make contact with the patient, then the staff realizes 
that it is necessary to try to get closer to the patient and tries to 
provide for this. Consideration of the treatment team's need for 
distance, in order to use this regained distance and reflection to 
seek for itself a way of approaching the patient, is postponed. In 
other words, in the situation in which the treatment team's problem is 
that they cannot make contact with the patient, little attention is 
paid to the interaction, even if the team members explicitly make 
known that they do not know what to do with the interaction. 
During a staff discussion with Mr. Goes, concerning his 
deadlocked treatment, one of his group leaders says to the 
senior psychotherapist: "You just brought up the point that 
demands are made on Mr. Goes and that the team members soon lose 
sight of these demands. This subject has disappeared from the 
discussion. I regret that we are talking now only about Mr. 
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Goes' behavior". 
The senior psychotherapist replies by saying that this is true, 
but that the discussion is now on how Mr. Goes experiences his 
world. He in fact happens to be busy himself exploring that 
experience. 
Experienced staff members manifest an attitude which expresses: "Let 
me have a look at the patient". In the role-play this is often 
strikingly portrayed, when the play-leader takes over the role of the 
group leader in order to come into contact with the one who plays the 
role of the patient. Teaching by modeling is a customary means of 
consultation and instruction in the clinic. This will be discussed in 
section 5. 
Further: if the treatment team has formulated the problem as one of 
contact abuse, then it seems that the staff absorbs itself in the 
interaction considerably more often (n = 6). 
Attention is paid both to what drives Mr. Mooy, namely the 
warding-off of a depression by avoiding, at all cost, any 
unpleasant feelings here and now, and to what drives the 
treatment team, namely letting themselves be led into coalitions 
with Mr. Mooy. These coalitions give both partners a short-term 
satisfaction but also lead to disloyalty towards colleagues. 
If the team formulates contact abuse as the problem, then it usually 
concerns patients with whom staff members, who do not belong to the 
team, have personal experiences of interaction. The staff then is 
quicker to recognize the treatment team's need for more distance 
regarding the patient. In this situation, in contrast to that in which 
the problem is seen as one of no contact, it is not so much a question 
of the staff leaving the team out of the picture, but rather the 
opposite. The staff is capable of talking about the patient along with 
the team, but the latter does not allow the staff to come closer, 
where the team members themselves or the interaction between them and 
the patient or the reflection on the interaction are concerned. 
Sometimes the loss of distance of the treatment team, can have assumed 
such a size that the team members have, to a large extent, lost their 
freedom of action and are not really open for discussion. The team 
members do not consider themselves capable of refusing the patient 
anything. They have identified — often out of physical fear, but not 
necessarily — with the demands of the patient and they see the staff 
as adversaries who do not give them the space they think they need. 
Briefly summarized and broadly outlined, the following pattern 
appears. In the situation of "no contact" it is only with difficulty 
that the treatment team and patient come closer to each other. In the 
situation of "contact abuse" the team sometimes find it difficult to 
regain their distance, which is necessary for the reflection in the 
interaction. 
The staff seems to conceive problems of "no contact" as different from 
problems of "contact abuse". 
If the treatment team formulates the problem in terms of "no contact", 
the staff often understands the problem to be one of identity. The 
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meaning which the staff attaches to the problem is that the patient 
has not enough contact with (parts of) himself and thereby, likewise, 
with the world around him. 
"Mr. Ploeg tries to keep all his impulses under control". 
"Mrs. Kock has no contact with the lower part of her body". 
"The whole world forms a threat to Mr. Zwart". 
"Mr. Luyks feels insecure about all relationships". 
Rendered in the terminology of symbolic interactionism, the patient 
has not developed a bounded self-concept, in the eyes of the staff. 
There exist no persons whom he has experienced as significant others 
(P. Berger & В. Berger, op.cit. p.56): other persons who, in inter­
action, are and have been providing him with a self-concept, i.e. 
enabling him to develop a significant relationship to himself. He also 
refuses others to involve thenselves with the problems against which 
he shields himself. 
As discussed above, the members of the treatment team sometimes 
receive little opportunity of discussing the way they experience the 
patient and react to him when the problem is one of "no contact". 
Nonetheless, it does seem, from what they express about these 
experiences, that they often feel belittled, made to feel worthless 
and excluded. A sort of negative interaction between the patient and 
them has arisen, in the manner of: "I, patient, do not exist, or only 
partly. And you, staff member, do not exist for me". Such an emanation 
from the part of the patient may, in the long run, evoke a feeling of 
hurt on the part of staff members and a strong protest against being 
swept aside. What staff members experience is reminiscent of what one 
sometimes finds in the literature on dealing with autistic children 
(Winmcott, 1949; Bettelheim, 1967; Poggi A Ganzarain, 19Θ3; op.cit.) 
It concerns very strong negative experiences, which inevitably 
influence the treatment of the patient. 
When there is question of "contact abuse", the staff considers, much 
sooner, that one can speak of an exceptionally fragile self-concept in 
the patient. 
"Mr. Sluis is like one big wound". 
"Mr. Boot wants to have the other just for himself". 
"Mr. Pel wants to be mother's beauty". 
"Mr. Krol can't cope with his feelings, without drugs". 
The patient only allows the other to come closer to him if the latter 
presents, if he is a "significant other", who, moreover, offers 
protection against the reality of life. The members of the treatment 
team encounter difficulties in an interaction in which they must be 
entirely at the patient's disposal and in which they are inclined to 
feel guilty towards the patient if they are not. It is an interaction 
in which the patient expresses: "I exist, nothing exists outside of me 
and everyone, you too, exist merely for the benefit of me and my 
interests". 
Staff members who have dealings with the patient in an intensive but 
not continuous, merely incidental way, such as the psychotherapist and 
the supervisor, risk becoming entangled in the demand that they be at 
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the patient's disposal, when thfe patient causes problems of contact 
abuse. This involves the risk of losing distance. If this happens, 
then they are no longer capable of reflecting on their interaction 
with the patient. Those who associate daily with the patient, such as 
group leaders, sooner run the risk of feeling increasingly oppressed, 
crushed and frightened. 
In the previous reports on patients one seldom traces fear for the 
patient on the part of the author of the report. A more or less 
general taboo against expressing such fears (Haldipur, op.cit.), if it 
exists, plays no significant role in the clinic. Staff members openly 
admit that they are afraid of the threats of violence which often 
emanate from the patients. 
In looking for similarities and differences in content between the 
meanings which the staff give to the individual interaction problems 
being discussed, one easily gets onto slippery ice, because 
idiosyncratic factors concerning individual patients also play an 
important role. In the material studied, no clear boundaries can be 
made with relation to problems of "no contact" and "contact abuse". 
The differences can be made clear per category of "no contact" and 
"contact abuse and in a global manner, but, due precisely to the 
individual characteristics of the patient, they are often incapable of 
being sharply bounded-off per case. When the treatment team formulates 
the problem as one of no contact with the patient, there are always 
those who believe that they themselves do have some contact. In this 
case the contact with the patient is usually understood in ternis of a 
power struggle: as soon as there is any talk of approach, the patient 
shows the tendency to dominate the other. If "contact abuse" is given 
as the problem, then there are almost always people, alongside those 
who have contact with the patient, who cannot make contact. Often the 
patient allows a number of staff members to approach him, whilst 
warding off contact with others. 
IU.4.4. The unique and individual aspects of the patient in the 
attribution of meaning 
In dealing with patients one is dealing with people. Every person has 
something totally unique, the result of his personal life and 
development. The various dimensions in the clanfation of the meaning 
and function of the stagnation — such as paying attention to the 
interaction or not, the different discussion frameworks, and the 
different uses of these frameworks — derive their significance from 
the way they may be employed in individual cases. 
This may be illustrated by eight individual cases, of "no contact" (a) 
and "contact abuse" (b), within the four mentioned discussion 
frameworks. Attention will be focused on the following aspects: 
1) the chosen discussion framework 
2) factors which may play a role in using this framework 
3) differences in the attribution of meaning, for as far as they 
correspond to problems of "no contact" and "contact abuse" 
4) the unique and individual aspect of the interaction repetition. In 
order to elucidate this, a link will be made at the moment of 
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treatment stagnation with the report on the meeting about the 
original treatment plan, i.e. the "indication staff meeting"; this 
report will be connected briefly with the reports preceding 
admission. 
la. Discussion framework: interaction. Problem: no contact 
In a staff discussion and a connected role-play, the fact that 
the treatment team cannot get into contact with Mr. Maat, is put 
on the map. Mr. Maat neuer wants to talk about what he feels. He 
always brings in external facts, to which he rigidly clings, 
even if they are positively untrue. 
The team members seem, in their turn, to have stopped talking to 
Mr. Maat. They have, therefore, not thought of telling him that 
they are now, for once, going to consult with the staff, because 
they are gradually becoming exhausted by this wearisome form of 
intercourse, which leads nowhere. 
The role-play leader knows Mr. Maat personally and he provides 
some information. He has understood from Mr. Maat that the 
latter has no contact with a part of himself. Mr. Maat speaks of 
himself as if "an angry man is asleep within him", and as if it 
were the responsibility of other people lest this "man" be 
awakened; Mr. Maat can do nothing about it. 
In all sorts of situations, Mr. Maat lacks the capacity to 
survey. He is dragged along by circumstances, and often just 
says anything that comes to his mind, on the spur of the moment. 
To him, this does not mean lying at all. It is because he is 
unable to find a foot-hold in himself that he later clings to 
such utterances, which by the people in his environment are 
qualified as lies. Mr. Maat can only distance himself from these 
lies by looking at the facts, together with someone else and in 
affective security. In this way he may discover that the facts 
are different from how he tells them (cf. Bowlby, loc.cit.: 
exploration from a position of security). 
In the role-play, it becomes obvious that the members of the 
treatment team cannot believe what Mr. Maat says. The 
play-leader suggests, a couple of times, that they do not 
immediately tell him that he is lying. They should be able to 
say: "You claim that you are making good progress in biology. We 
can't see this. Let's go together to talk to the teacher". 
Even in the play-situation, however, the team members fail to 
make use of this suggestion. After having been made aware of 
this, they realize that they have no faith in the possibility of 
reaching Mr. Maat in this way, and cannot integrate someone 
else's experience into their own approach, at least on the spot. 
The staff members assess, together, that it is evidently a 
pattern of intercourse, in which both Mr. Maat and the treatment 
team are involved and that it is not easy to find a way out of 
such a pattern. 
In the indication staff meeting with Mr. Maat two years earlier, 
it seemed impossible to make contact with him. He kept 
everything which was at all uncertain for him out of the 
conversation. He did not, therefore, react to the question of 
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why he, despite a good job, landed in homosexual prostitution, a 
situation in which he, at a certain point, killed someone. When, 
during the discussion, someone suggested that he had always 
known how to take the easy way out, with both his mother and 
grandmother in the past, he had to laugh but did not want to say 
anything about it. He was also unwilling to give any 
clarification regarding something which he had said while busy 
at sport, namely that he always tried to control himself but 
that if anyone got under his feet they could expect a blow from 
him. 
What do we see happening in this treatment stagnation7 
1) A meaning is attributed to the stagnation in terms of interaction 
between the patient and his treatment team. 
2) The staff members are able to understand the stagnation in terms of 
interaction, because the play-leader understands the interaction 
onthe basis of his experience with Mr. Maat; he is, therefore, not 
exposed to the temptation of wanting to first explore and 
understand the stagnation, overlooking the reaction of the team 
members. 
3) Mr. Maat's behavior is seen in function of a problem of identity: 
he cannot find a foot-hold in himself and grasps blindly at what he 
thinks will offer this. The experience of the treatment team is 
seen in terms of their not being able to stay on their feet in this 
interaction. They are unable to refind their own foot-hold, and 
turn away from Mr. Maat. 
4) The unique and individual aspects of interaction are also brought 
out: the petrification which Mr. Maat apparently always manages to 
bring to any interaction between himself and others. 
lb. Discussion framework: interaction. Problem: contact abuse 
In a "defense" staff meeting, followed by a role-play, the fact 
is brought into view that Mr. Meys constantly demands "total 
love" from his staff members and that he consequently reproaches 
them, full of spite, for failing to give him this love. 
Simultaneously, he resists all interference with an attitude of 
"if you say that something has to be done, then I certainly 
won't do it". 
The team members do their level best to meet him half-way and 
avoid conflicts. They become more and more careful in their 
dealings with him, and they have, contrary to the custom of the 
clinic, made no contact with his family, because he refused to 
allow this. Despite this, they notice that they are getting into 
more serious and threatening conflicts with him. 
In the staff discussion, the senior psychotherapist tells of how 
Mr. Meys, on the one hand, tried to come into contact with him, 
by repeatedly meeting him in the corridor, giving him 
"meaningful" looks and making such-like remarks. On the other 
hand, Mr. Meys did not directly ask for contact, in this way 
provoking the situation in which he could say "no" to an 
eventual invitation from the psychotherapist. He finally asked 
for an appointment. 
The senior psychotherapist explains that Mr. Meys is still 
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looking for a "mother" to, as it were, completely embrace him, 
after his own mother had left him. At the same time, Mr. Meys 
cannot trust the mother whom he seeks, and he is afraid that she 
will take away from him that tiny "ownness" that he possesses. 
The team members discover, in the role-play which follows, that 
they can do nothing but run around in this interaction with Mr. 
Meys, because he makes demands which are impossible to rhyme. He 
wants their complete and heart-felt availability, and, at the 
same timne, treats them as enemies. In a disguised way, and 
therefore probably more effectively, he threatens them with 
murder. 
In the indication staff meeting, three years earlier, it had 
been worked out with Mr. Meys, that he constantly hovers between 
two thoughts and never binds himself to any statement he makes. 
Meanwhile, he had felt so offended by the way he experienced 
other people letting him down, that he had seriously endangered 
the lives of some of them. 
One of the sport instructors states: "You want to choose, but 
only if you can keep it optional, by adding: 'if I feel like 
it'". 
Mr. Meys assents to this jovially, to which the sport instructor 
adds: "On the one hand, you always want something of people, and 
you are disappointed when you don't get it. On the other hand, 
you send them packing if you don't need them". 
What do we see happening in this treatment stagnation7 
1) A meaning is attributed to the stagnation in terms of interaction 
between the patient and his treatment team. 
2) The staff members are able to conceive of the stagnation in terms 
of interaction, because this patient has provided the senior 
psychotherapist with the opportunity of gaining experience in 
interaction with him. As the senior psychotherapist understands the 
problems of this patient and the interaction resulting from these, 
he does not first have to explore them himself, thereby overlooking 
the reaction of the team members. 
3) Mr. Meys' behavior is seen in function of an exceptionally 
vulnerable self-concept. Mr. Meys would like to have trust in other 
people, but he is afraid of losing his tiny bit of "ownness". The 
experience of the treatment team is understood in terms of their 
surrendering themselves totally to Mr. Meys and having less and 
less space to determine their position. 
h) The unique and individual aspects of interaction are also brought 
out: the double, and simultaneously irreconcilable, messages which 
he transmits to people in his vicinity. If these people do not call 
attention to the impossibility of giving an answer to double 
messages, then they wíl become deadlocked in them. 
2a. Discussion framework: the behavior of the patient. Problem: no 
contact 
A treatment team wants to learn, in a role-play, how they can 
make contact with Mrs. Kock. Mrs. Kock asks for help, from 
anyone she can manage to find, but anyone who wants to discuss 
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her problems seriously with her is showered with accusations and 
reproaches. Through this behav/ior she wards off contact with the 
other person. The team members have come to hate Mrs. Kock. In 
accordance with their plan, they spend some time exclusively 
with her every day, but this is no more than an effort to stick 
it out, "gritting their teeth". 
The play-leader, who knows Mrs. Kock quite well, apparently has 
an opinion concerning her problems, as he says that she relates 
to the other verbally and with the upper part of her body, 
whilst she "does not know the lower part". He believes that she 
observes other people in a much more child-like way than they 
themselves realize. He does not elucidate this any further and 
no one asks questions. 
The play-leader is preoccupied by the question why Mrs. Kock 
constantly places her staff members in the role of good-for-
-nothings. This behavior does, in fact, seem to occur. Every 
played interaction with Mrs. Kock runs aground, because the 
protagonist, the person playing the role of Mrs. Kock, 
reproaches the staff members, and because they, irritated by 
these reproaches, do not go into what Mrs. Kock says. 
The play-leader suggests that they should say to Mrs. Kock: "I 
am apparently no good in your eyes". His advice is not followed. 
The play-leader, thereupon, takes over the role of the group 
leader and puts his own advice into practice. The interaction 
immediately changes: the protagonist bursts into laughter and 
thereby falls out of her role. She cannot imagine how Mrs. Kock 
would react to this treatment from the play-leader. Apparently 
something new is happening in the interaction, which deviates 
from, and is not therefore a repetition of the known inter-
action. 
In a following play situation, the team members do not put this 
advice into practice. With some astonishment, the play-leader 
notes that they obviously cannot speak the words advised. He 
does not, however, go into this inability. 
In the indication staff meeting two and a half years earlier, 
the way in which Mrs. Kock prevents contact with her from 
becoming personal, came into the picture. 
The subject of conversation is that she does not stand up for 
herself. She joins in the discussion and, in a soft voice, says 
that she thinks about others so much that she does herself 
short. 
One of the sport instructors seems to have a different 
experience in his dealing with her. When he told her to dive 
into the swimming pool she forcefully refused and, in fact, did 
not do it. He suspects that she is able to stand up for herself 
and he asks if she, together with the soft voice, is perhaps 
preventing the conversation from becoming personal. 
During the silence which follows, other staff members see her 
glaring at the sport instructor. The supervisor remarks: "If 
looks could kill ..." 
Mrs. Kock wants to explain why she did not want to dive, but the 
staff members together pursue the question of her capability of 
assertive behavior and her prevention of personal contact. Mrs. 
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Koek whispers that she cannot think of anything to say. The 
senior psychotherapist reacts: "And if we say it, we run the 
risk of you saying: 'You are the experts and that is why I shall 
act differently.' Then we have come here together for nothing". 
On the spot, the staff members together work out that Mrs. Kock 
can stand up for herself excellently, but in the wrong way. With 
her mimicry, the use of her voice and gestures, she knows how to 
get others concerned about her and, at the same time, spare her. 
The parallel with events in her life-history is that she always 
evokes concern but, at the sanie time, refuses to allow anyone to 
really help her. The result has been that everyone has gradually 
found her a bore whom one tries to avoid, and that Mrs. Kock 
finally tries to extort concern at the cost of other people's 
lives. 
What do we see happening in this treatment stagnation9 
1) A meaning is attributed to the stagnation in terms of the behavior 
of the patient. The interaction between Mrs. Kock and the treatment 
team does come into the picture, but its function is not discussed. 
2) In the choice of this discussion framework, the fact that the 
play-leader is engrossed in his own queries concerning Mrs. Kock 
plays a role. He puts himself in the position of the team members 
and seeks contact himself instead of involving himself in the 
interaction between Mrs. Kock and the team. 
3) Mrs. Kock's behavior is seen in function of a problem of identity: 
she has no contact with a part of herself. The meaning of the 
experience of the treatment team is not discussed. It can be 
observed that they do want to be able to get along with her in a 
different way, but they cannot master their aversion towards her 
behavior. 
4) The unique and individual aspects of interaction are not discussed, 
but they are brought into the picture: the people who associate 
with Mrs. Kock, come to hate her, due to her endless stream of 
reproaches; they end with avoiding contact with her. Mrs. Kock 
carries on by accusing others of, what she experiences as, neglect. 
2b. Discussion framework: the behavior of the patient. Problem: 
contact abuse 
Mr. Krol's treatment team have organized a conversation with him 
in the presence of the staff, because they are very frightened 
of his violence and dare not lay limits on him without the 
active support of others. During the discussion, the point is 
brought up of how Mr. Krol, with arguments, threats and 
violence, constantly tries to extort liberties. Providing them 
would be irresponsible, due to the risk of new offenses. 
In the discussion, the team members are constantly taken by 
surprise by the way Mr. Krol conducts the conversation. The 
mime-teacher gives a good sketch of the interaction, by saying 
that the people who associate with Mr. Krol have to "carefully 
read the small print", whilst, at the same time, Mr. Krol evokes 
the suggestion that only the lines in big print count. 
There is extensive discussion of the fact that Mr. Krol is 
dependent on illegal drugs, for coping with his feelings, and of 
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with all the objections which can be made against this habit. 
His problems with the authority of others are discussed. Various 
staff members attempt to allow the treatment team to say 
something about their reactions to Mr. Krol, for instance, that 
they are seldom, or never, equal to his physical aggression. The 
team members, however, only go into this indirectly, by 
restricting the conversation to Mr. Krol's behavior towards his 
fellow group members. 
In the indication staff meeting four and a half years earlier, 
Mr. Krol demanded, first, "a basis", by which he meant: more 
liberties. Only then would he be willing to think along 
concerning his treatment. 
The director remarks: "In the meantime, you treat the members of 
yout treatment team badly. Your group leader does not allow you 
to leave the intensive care, but you go. Your group leader 
notes: "I feel like a little dog yapping at a bull-dog, and the 
bull-dog simply walks on". If you behave like this with staff 
members, you cannot be in the clinic ...". 
Mr. Krol interrupts: "How do you think I feel treated7" 
The director continues: "In the Detention Center things got out 
of hand with your aggression. If we cannot reach an 
understanding with you concerning your terrible fits of temper, 
your outbursts, which are really deadly dangerous for others, it 
is impossible for us to have you here in the clinic". 
"Go ahead, go ahead, go ahead'", reacts Mr. Krol sarcastically. 
The director emphasizes: "That's why we don't just let you walk 
around". 
What do we see happening in this treatment stagnation7 
1) A meaning is attributed to the stagnation in terms of the behavior 
of the patient. The interaction between Mr. Krol and the treatment 
team does come into the picture, but its function is not discussed. 
2) In the choice of this discussion framework, the team members, 
presumably due to their fear, cannot look at this interaction 
calmly, not even in the presence of many other staff members. They 
are not able to distance themselves and discuss, together with the 
staff, the interaction between Mr. Krol and themselves. 
3) The senior psychotherapist assigns (in a later interview with the 
researcher) to Mr. Krol's behavior a function of shielding a very 
vulnerable and threatened self-concept. Mr. Krol only allows 
another near to him to the extent that this person protects this 
self-image. Mr. Krol firmly repels any confrontation with reality. 
The way in which the team members experience the interaction with 
Mr. Krol does come into the picture, but its function is not 
discussed. It can be observed that the team members are not equal 
to his verbal violence and are presumably also afraid of physical 
aggression after the discussion. 
4) The unique and individual aspects of interaction are made very 
clear. Mr. Krol has a forceful and violent way of getting along 
with people, against which virtually no one, in the course of time, 
has been capable of holding his own. 
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За. Discussion framework: the experience of the staff. Problem: no 
contact 
A treatment team organizes a "defense" staff meeting about Mrs. 
Pors. Mrs. Pors is so bad at making contact with others that she 
is unable to stay in a group; she can only be treated 
individually. This means that the group leaders are frequently 
busy with her every day, if only supplying her with food and 
drink. 
Mrs. Pors treats them as if they were lifeless objects, and the 
group leaders notice that they have lost all sympathy, some of 
them all feelings, whatsoever, for her. 
The senior psychotherapist who takes part in the discussion, has 
worked with Mrs. Pors for some time. He is familiar with her 
behavior and with the feelings which it evokes in others. 
He begins by offering those who work with her ample opportunity 
of telling what they experience with her. From what they say, he 
understands that it is, in the long run, impossible to tolerate 
being blotted out as a person, and being treated by Mrs. Pors as 
if you do not matter as a human being. Mrs. Pors evokes, by this 
behavior, a most effective defense on the part of others towards 
her: they give up contact with her. 
In the indication staff meeting two and a half years earlier, 
the staff member responsible for the instruction of new patients 
and staff members brought up the point that Mrs. Pors prefers to 
watch horror films on the television, and that she laughs during 
murder scenes and seems to enjoy them in a way that her fellow 
patients find shocking and horrible. 
Mrs. Pors will not talk about this. She says: "The laughter 
comes from nerves, because they pay attention to me". Other 
staff members have noticed that she is constantly alert to the 
attention paid to her by others. She forms a representation of 
others and reacts to this representation. She reacts to someone 
else, not as to a person, but to her own picture of him. 
What do we see happening in this treatment stagnation7 
1) A meaning is attributed to the stagnation in terms of the reaction 
of the team members. 
2) In the use of this discussion framework, a significant role is 
played by the fact that the team members notice such a strong 
aversion in themselves, that it makes working with Mrs. Pors 
impossible. Someone who has experience with this patient and the 
aversion which she manages to evoke, encourages the staff to give 
priority, in this discussion, to the experiences of the team 
members. 
3) The experience of the team members is seen as their no longer being 
able to tolerate being denied one's own person and existence. 
The function of the patient's behavior is not discussed in this 
meeting. Elsewhere, constant attempts are made to understand more 
of it. The staff members assume that she has very little contact 
with herself and with the reality around her, and that she 
therefore has to find her foot-hold in usually unrealistic 
representations of her surroundings. 
4) The unique and individual aspects of the interaction with Mrs. Pors 
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come into the picture, because the way in which Mrs. Pors 
dehumanizes others is discussed. By, for instance, the way in which 
she places used crockery on the floor and makes a pointing gesture 
to the person who comes to collect it, she reduces others almost 
literally to "brush and shovel"; a feeling which, in the long run, 
may create strong sensations of offense and dislike. 
3b. Discussion framework: the experience of the staff. Problem: 
contact abuse 
A treatment team wants, in a role-play, to find a way of 
discussing with Mr. Tas the fact that he must give up the 
privileged position which he has gradually conquered, and this 
for the good of his own development. 
The problem is that people are afraid of the threat of physical 
violence which emanates from him, a threat which has played a 
role in the acquisition of privileges. 
In the role-play, the threatening situation is well represented. 
The staff members go extensively into the question of which 
feeling the threat evokes in the team members involved; the fear 
of having a plate thrown at them or worse; the fear that other 
members of Mr. Tas's group, who are just as frightened of him, 
will either remain aloof or take his side if he explodes. 
Moreover, the fact that they find Mr. Tas' prospects for the 
future so desolate, seems to be an important factor for some of 
those present. They, therefore, find it difficult to deny him 
anything which he enjoys. 
In the indication staff meeting with Mr. Tas three years 
earlier, the conversation centers initially on his lisping and 
his loneliness, which serve to explain why his tendency towards 
violence sometimes gets seriously out of hand. 
Then, one of his group leaders brings up a recent conflict with 
a telephone-exchange employee. It seemed as if this conflict 
could be resolved, but a small disappointment which followed -
Mr. Tas wanted to call someone but the phone was not answered -
led to Mr. Tas suddenly "blowing his fuses", as he himself put 
it. 
The director ascertains: "Now that someone tells this about you, 
you sit by, looking satisfied and watching. Why don't you tell 
the story yourself7" 
Mr. Tas reacts rather defensively: "I don't know about sitting 
by, looking satisfied and watching. I am not looking satisfied 
and watching. What am I better to do: looking satisfied and 
watching, or sitting with a sour face7" 
The director goes on: Mr. Tas did not finish primary school and 
was admitted to a home for the mentally handicapped, whilst he 
is not mentally handicapped at all. "It is a bit stiff if one 
reads, in the recommendations for your career-choice, of your 
potential and how you have managed to appear more stupid than 
you are. I think that we must really watch out that you don't 
let others do jobs which you could just as easily do yourself". 
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What do we see happening in this treatment stagnation7 
1) A meaning is attributed to the stagnation in terms of the reaction 
of the team members. 
2) Immediate necessity plays a role in the use of this discussion 
framework. It had been agreed m the staff discussion of the same 
morning, that immediate restrictions would have to be placed on Mr. 
Tas, regarding his exceptional position. 
3) The experience of the team members is seen as being no match for 
the menace of violence. Someone mentions the fact that feelings of 
sympathy are also evoked, but the time allocated for role-play does 
not allow for a discussion of these feelings. The staff members 
also do not get around to looking at the function of the patient's 
behavior; what he, thereby, wants to achieve or ward off remains 
undiscussed. In other discussion situations there is a tendency to 
see him as someone who feels too vulnerable and unprotected, amidst 
his peers, and in normal life situations. He demands of people 
around him that they adapt reality to fit his capacities. 
4) The unique and individual aspects of the interaction with Mr. Tas 
come into the picture: a man who emanates something pathetic and 
something threatening simultaneously. The people in his environment 
tend to feel indulgent towards his pathetic side and, due to the 
threat, are no longer able to adjust situations which have gone 
askew. 
4a. Discussion framework: vague and unclear. Problem; no contact 
A treatment team suggests to the staff that Mr. Oud be placed, 
temporarily, in intensive care. It is felt that Mr. Oud behaves 
in an antagonistic way, which he expresses, for instance, by 
declaring, categorically, all adults as his enemies. 
The team members feel that he needs a pedagogical framework: 
sympathetic, caring and with much structure. The interaction 
between themselves and Mr. Oud is not mapped out during the 
staff discussion, and therefore not viewed in terms of its 
meaning. 
This phenomenon as such, appears to agree with what has often 
happened in Mr. Oud's life. Mr. Oud is someone who never really 
has "belonged" and who has always stood apart from others. As a 
pre-marital child, he had had a special place with his mother 
and in the family. When his mother had abandoned her children 
and he had been placed in a foster home, his position within the 
foster family had been different from the other (foster) 
children's, because of his age and circumstances. 
After committing a criminal offense, he could not be admitted to 
an institution for youths, where he should have been sent to, in 
view of his age. Because of the seventy of the crime, he was 
placed in an institution for adults. 
The thread running through his life is the warm but completely 
uncommitted affection between his mother and himself, neither 
mother nor son taking serious account of the other. 
In the indication staff meeting two years earlier, the group 
leader who is leading the conversation, makes a link with the 
little bit of contact which he had managed to make with Mr. Oud. 
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Making that contact had succeeded because the group leader had 
used the interview model of Marguerite Warren (1966) as a 
guideline in their becoming acquainted. The model invites the 
interviewee to provide information about his ways of perceiving 
the world and responding to it. On that occasion, Mr. Oud had 
surprised his group leader by the amount of information he gave 
about himself. 
The exchange between Mr. Oud and his group leader is intersected 
by the senior psychotherapist, who stresses the "singularity" of 
Mr. Oud. He gives Mr. Oud's age as one and a half years younger 
than his true age (without contradiction by Mr. Oud) and asserts 
that such a conversation as in the indication staff meeting, is 
too difficult for someone of such a young age. 
What do we see happening in this treatment stagnation7 
1) The interaction is not explored and viewed in respect of its 
meaning. It seems to be characterized particularly by the lack of 
anything personal in the contact. Mr. Oud seems to be a "case", 
rather than a "person". 
2) In the failure to look for meaning, two factors probably have 
played an important role. First, it is precisely the supervisor 
within the treatment team who became involved in an interaction, 
similar to previous interactions between Mr. Oud and his mother: a 
warm understanding, which, however, is not expressed in terms of 
careful consideration, at least in this discussion. Someone who is 
pre-eminently expected to contribute to the maintenance of 
distance, has herself lost this distance. Secondly, as it happened 
certain staff members who would be particularly inclined to look at 
the interaction between the patient and his treatment team were 
absent from the discussion. 
3) The fact, that the development of a bounded and stable self-concept 
had been impaired might be a factor in Mr. Oud's behavior. Mr. Oud 
has not become a person with significance to others, and vice 
versa. 
The treatment team states in passing, somewhere among the vast 
data, that they have become despondent and have little faith in Mr. 
Oud's future. They may, subconsciously, have turned themselves away 
from Mr. Oud, who, himself, has not been able to turn to other 
people in his life as to real persons. 
4) The unique and individual aspects of this stagnation can be found 
in what has not been discussed. Apparently, nothing personal and 
reciprocal has ever been able to develop between Mr. Oud and his 
environment. Such things he wards off without people around him 
even noticing it. 
4b. Discussion framework; none. Problem: contact abuse 
The group leaders of a treatment team are very concerned about 
Mr. Baks. They would really like to have him admitted, for some 
time, to intensive care, but their problem is how to get him to 
trust them, at least mimnially, so that he will cooperate with 
their proposal. 
They do not discuss this difficulty with the staff. It seems, 
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from the written data, that Mr. Baks, in frequent contacts with 
his treatment team, talks about having personal problems. At the 
same time, he behaves like a despot. By threatening with 
violence, he manages to repeatedly avoid paying heed to rules 
which hold for everyone. 
The team members see him as a very sensitive man, who needs 
plenty of care and warmth in order to be able to gain any sense 
of trust in others. They only seem to pay attention to his 
threatening behavior, in so far as they are glad for him when he 
stops it and becomes friendly again. 
The staff does not take action concerning this interaction, 
which has been excellently described in the usual clinic 
reports. The researcher, in the course of the present study, 
asked a question concerning the progress in plans to place Mr. 
Baks in intensive care. The treatment team replied that Mr. Baks 
was less tense, that certain developments were starting to take 
place in the form of regular conversations with a group leader 
and that Mr. Baks would first have to feel more secure, were 
such a placing to have any point. 
In the indication staff meeting with Mr. Baks a year earlier, it 
is striking that various staff members manifest an unusual (for 
the clinic) high degree of tolerance towards his behavior. He 
treats one of the group leaders discourteously and a sports 
instructor comments on this. The supervisor, however, 
immediately dismisses the incident as a joke. Contrary to 
custom, the other staff members do not intervene here. 
The sports instructor a sketches Mr. Baks' way of behaving which 
causes him to constantly become injured. Mr. Baks seems to be 
aware of this and says tersely: "I want to head the ball and 
then I retract my brains". He also seems to injure other people, 
because he takes account of no one. Staff members' comments on 
this behavior are viewed by him as an unfair, personal attack. 
The economist director asks him if he collides with everyone or 
just with the rough players. 
The sports instructor remarks ironically: "If everyone keeps out 
of his way, he collides with no one". 
The staff discusses various incidents in which Mr. Baks 
repeatedly had threatened to use violence. Mr. Baks comments as 
if he were within his rights. When confronted with the remark by 
the economist director, he immediately back-pedals: "But I 
didn't actually do it, did I9" A short while later, however, in 
order to "warn" a workshop instructor who had demanded something 
of him, he said: "That instructor had better watch out'". 
What do we see happening in this treatment stagnation7 
1) The meaning of this interaction is not explored. 
2) Presumably, an important role is played by the supervisor in the 
omission of the exploration and the study of meaning. She belongs 
pre-eminently to the group of staff members to whom Mr. Baks 
appeals for affection and understanding: those who see his need and 
deprivation and have become so moved by this that they have lost 
the necessary distance. 
3) Mr. Baks' behavior may be understood as a manifestation of a very 
147 
vulnerable and immature self-concept, which has to be protected, by 
others, against the hard demands of reality. The experiences and 
reactions of the treatment team may be understood as their making 
themselves totally subordinate to the patient's demands. 
Considering his manipulative and forceful ways to achieve them, the 
treatment team is no match. 
The fact that the staff has not intervened here cannot be explained 
on the basis of the data available. Maybe it is because the clinic, 
at the time of this stagnation, was going through a fairly 
tumultuous period. The staff had its hands full with much more 
threatening situations and incidents than merely the interaction 
with Mr. Baks. 
4) The unique and individual aspects of this stagnation are apparent 
in the parallel with the indication staff meeting. It is a question 
of a patient who already knew how to win over some staff members, 
at the expense of others. Limits on Mr. Baks could only be enforced 
by the whole staff, through a united effort, and even then only now 
and again. 
Question 7 of figure 1 concerning the controls in the report on the 
indication staff meeting, namely, whether or not interaction 
repetition can be observed between the patient and the clinic staff, 
can be answered in the affirmative in all 30 cases studied. 
IV.5. Discussion to achieve a renewed treatment planning: formulation 
of the planning 
In the case of interaction problems between a patient and the people 
around him, it is always a matter of unique interaction patterns, 
which have a function for the patient. The same teams become involved 
in totally different interactions with different patients. The present 
study, at least, has given no cause to suppose that different 
interactions are retraceable to different characteristics of teams. 
Planning aimed at breaking through interaction disorder seems to be 
primarily an activity which relates to interaction with the individual 
patient: to the description of difficulties in this interaction and to 
the meaning which staff members attribute to them. Planning directs 
itself to concrete alternatives for individual interaction. The clinic 
does not, as a rule, operate along general treatment guidelines, 
applying these, case by case, to individual treatment processes. 
It is, however, possible to observe, general patterns in the 
individual forms of planning, corresponding to the interaction 
problems of "no contact" and "contact abuse". In these patterns, it is 
not only the content, but also the form of the planning, which vanes. 
Planning based on interaction as a framework for the attribution of 
meaning, does not have the same characteristics as planning based on 
the mere function of the patient's behavior or the way in which staff 
members experience it. 
In the varieties of planning, an important factor seems to be whether 
the planning originates from someone's personal experience with a 
patient, or is developed hypothetically, out of the staff discussion. 
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Actual planning is usually based on a mixture of such factors. 
If the staff wishes to design an alternative interaction with an 
individual patient, then it will have to be made to measure, even if 
based on basic patterns with general characteristics. The word 
"design" should not be understood too literally. A well-defined plan 
put down in writing, is not indispensible for treatment. True, if 
interactions persistently and repeatedly lead to problems, as is often 
the case with patients in the clinic, it is not quite realistic to 
expect that they will more or less get onto a better track "by 
themselves". Serious attention to planning will be required in such 
cases. 
In fact, such attention is constantly being paid to planning, also in 
the many informal contacts between staff members and patients and 
between staff members amongst themselves. Planning does not 
necessarily have to exist in a clear, written form in order to 
function. Team members, by themselves, are capable of reflecting upon 
interaction difficulties, and often seem to do so. Through this 
continued reflection they frequently find ways of escaping out of 
their interaction repetition with the patient without outside help. 
This happens, even where it could not be achieved in the discussion on 
the stagnation. 
І .З.І. Planning: no longer repetition but an alternative 
One may speak of planning when staff members, in their discussion, 
formulate an alternative for their interaction with the patient and 
when that alternative, looked at in the light of the interaction 
problem, does not represent a repetition of the current interaction. 
Whether or not the alternative will be effective cannot be known in 
advance. The test of whether the staff members have found a real 
alternative together lies in the subsequent dealings with the patient. 
If the staff members invent a new reaction to his behavior, does their 
reaction then prompt him to develop new behavior which breaks through 
the vicious circle of interaction repetition9 
The testing of this lies outside the present study. By limiting the 
study to the discussion of staff members, the finding of alternatives 
has been limited ipso facto to the finding of plausible and testable 
hypotheses for interaction. 
A first confirmation is given to such a hypothesis when staff members, 
in a role-play, almost perfectly play out the compulsively repetitive 
interaction with the patient, and the protagonist, confronted with a 
really alternative reaction, abandons his role, because he can no 
longer foresee how the patient will react. He is unable to predict, 
and therefore to play, how the patient will react to the offered 
contact: whether he will burst out laughing or crying, whether he will 
walk away angrily, whether he will become quiet and start thinking it 
over, or whatever response may be imagined. 
Also, the staff members have often explored the interaction problem 
and examined its meaning to such an extent in different types of 
discussion, that the alternative which they design is plausible, to 
say the least. 
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Whether or not it is really a matter of an alternative proposal can be 
judged partly against the background of the patient's life-history and 
treatment process. The researcher, situated at a greater distance from 
the treatment process, is sometimes capable of ascertaining that an 
alternative found diverges to an important degree from what has been 
tried until then in dealing with the patient, whilst the staff members 
themselves feel that they are still groping in the dark. 
In a discussion in which, after an hour, no way has been thought 
of for making contact with Mr. Valk, the psychiatrist director 
comes up with the proposal of interviewing him with the 
diagnostic interview model of Marguerite Warren (1966, see 
previous section). This suggestion occurs in the last five 
minutes of the discussion. 
The proposal does not link up with the formulation of the 
interaction problem by the treatment team, nor with the way in 
which the staff has studied the problem in terms of the function 
of the patient's behavior. The proposal is not explained and the 
staff members concerned have probably not understood it as a 
real alternative. 
Still, it is a plausible proposal. In view of Mr. Ualk's life, 
the conclusion is permitted that he secludes himself from other 
people and that it is virtually impossible to get to know him; 
people around him always have to guess at his experiences. It 
has become apparent on numerous occasions within the clinic, 
that the diagnostic interview model in question is an excellent 
means of getting to know a person in his world as he perceives 
it and responds to it. 
Analogously, the researcher, at a distance, is able to observe 
repetitions which have escaped the staff members' observation. They 
sometimes believe that they have designed an effective alternative, 
whilst in the course of a patient's life the people around him have 
often reacted in a similar way to his behavior, without this leading 
to any development. 
During a "defense" staff meeting on the treatment of Mr. Spee, 
the point comes up that he evokes increasing, and almost 
unsustainable, efforts from the people around him. 
Mr. Spee has frequently been sent away from homes and 
institutions, due to his stubborn passivity and his ceaselessly 
destructive behavior. The staff decides that, in the future, 
efforts will have to be expected from Mr. Spee, or else he will 
be sent away. Wrongly, the staff believes to have designed an 
alternative to the repetitive interaction. 
IV.5.2. Patterns of connection between individual planning, the 
interaction problem and the patient's problems 
The reports on discussions in which treatment team and staff try 
together to find an alternative for the interaction repetition, 
strongly suggest that this is often achieved. The staff finds 
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alternatives which seem plausible in the concrete interaction and at 
least worth trying out. 
Initially, however, research data supporting this impression were hard 
to come by, let alone any aspects of alternatives which surpassed a 
strictly individual character. 
The purpose of the present study is to find a common frame in 
treatment planning in the clinic, and common patterns within the 
frame. With this purpose in mind, two reports on role-plays have been 
compared. They are similar, with regard to the staff having been able 
to find alternatives in both plays. In both cases it also trusts that 
the jointly designed alternative reaction to the patient's behavior 
may be adequate. 
One role-play concerns Mrs. Droog's treatment. Mrs. Droog manages to 
bring up a vast amount of details more quickly in conversations, than 
the team members can go into. These conversations are apt to be 
endless, and they subsequently run aground in a swamp of unclanties 
and disagreements. Introduction of structure does not help, because 
Mrs. Droog is apparently aniused with undermining any structure, by 
asking more and more detailed questions. 
In the role-play three mutually related alternatives are developed. 
1) Any issue for discussion with Mrs. Droog will be presented clearly 
and unambiguously at the beginning of the conversation: "I have 
come to talk to you now about why you sent me away yesterday". A 
silent intention to bring up the issue inthe course of the 
conversation will not be considered sufficient. 
2) The staff member will carefully differentiate between himself and 
Mrs. Droog by using the words "I" and "you". The word "we" will not 
be used, unless it is evident that the statement applies to both. 
Not: "Yesterday we were talking about ...", but: "Yesterday I said 
..., and then you replied ...". 
3) Again and again, when the conversation threatens to derail, a 
switch will be made from the level of content to the level of 
relationship (Watzlawick, Beavin 4 Jackson, 1967, p.51 etc.). The 
first concerns the data of the communication; the latter how this 
communication is to be taken. For instance: "Yesterday you asked my 
advice and you said that you would follow it. Today you say that 
you don't regard it as an advice, and that you will ignore it" 
(content). "What I say is apparently of no significance to you" 
(relationship). 
Now what is plausible in these alternatives7 
Mrs. Droog grew up in an environment which provided insufficient 
clarity as to her identity. There had been occasion to doubt whether 
or not she was her parents' child. She had also been made to doubt 
whether or not she was a girl. During her life, the interaction 
difficulties kept repeating themselves and her behavior repeatedly 
threatened other people's lives. It may be assumed that staff members 
believe her to have unsolved identity problems, even if they do not 
state this explicitly. The assumption infers, from symbolic 
interartiomstic theory, that Mrs. Droog has not developed into an 
integrated person. Her self-concept shows serious defects. As far as 
her self-concept is insufficiently coherent, she is incapable of 
making contact with others, and vice versa. 
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In the role-play, the staff members together plan to introduce maximal 
clarity in mutual relationships. Time and again, utterances like: "You 
say ...", "You believe ...", "You are doing ...", will have to clarify 
to Mrs. Droog, what belongs to her and what separates her from other 
persons, who, indeed, usually say, believe and do different things. 
Utterances like these, moreover, may contribute to more clarity within 
relations between Mrs. Droog and other persons: "You sent me away 
yesterday. l_ notice that m^ words are of no significance to you". 
In such interactions staff members do not ask for explanations, nor do 
they interpret whatever Mrs. Droog may be feeling or meaning. Nothing 
happens, except the most basic communication. 
The other role-play concerns Mr. Meys, who wants more spontaneous 
affection and attention from his staff members and, at the same time, 
protests strongly whenever they unmvitedly interfere in his affairs. 
In the role-play a picture of this behavior is developed, a pattern of 
behavior, which is typical of Mr. Meys. The role-play demonstrates 
that simultaneously asking for spontaneity and rejecting unrequested 
interference means asking for the impossible. There is nothing to do 
but to confront Mr. Meys with the dilemma. He will have to make his 
own choices. 
Mr. Meys has, all his life and not totally without reason, felt 
neglected and badly done by. Any and every interference from others 
is, however, experienced by him as an assault, which makes him 
revengeful. He longs for contact but he is unable to use the contact 
offered. The staff members think that he will have, at least to some 
extent, to face up to the facts lest he will stay unable to change his 
interactions. 
In such interactions the staff members do not only make their 
relationship with Mr. Meys lucid, but also connect it with 
consequences and demands. They do not only mark borders between him 
and themselves, but also demand that he respect these borders. 
In these two cases, the staff had found alternatives which, with 
regard to the individual interaction disorders, could be considered to 
be plausible. More important and relevant in view of the present study 
is, that the alternatives could be connected with the general 
categories of "no contact" and "contact abuse". A pattern seemed to 
emerge from the individual alternatives. An inventory of all 
alternatives found, in other words, all individual planning, yielded 
considerably more consistency than had been known of at the beginning 
of the study. 
In planning, it is always a matter of an individual alternative linked 
to a concrete interaction disorder. However, in those cases where the 
treatment team formulates the problem as one of "no contact", it 
usually seems to find an alternative with characteristics of 
"talking", "naming", or "putting into words". 
"Do not tell Mr. Luyks what he should do. Listen to his own 
plans and assess, together with him, what he is doing about 
them." 
"Reflect to Mrs. Pors how she behaves towards you: 'Now you send 
me out of the room', without adding what you feel about it". 
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If, on the other hand, the problem is seen as one of "contact abuse", 
the alternative of presenting the patient with a definite limit is 
often advanced. 
"We must stop protecting Mr. Mooy from unpleasant emotions". 
"Mr. Marks must be told that his group leaders can no longer 
tolerate his behavior". 
The consistency observed is interesting, particularly because the type 
of planning is, to a great extent, chosen intuitively. The staff makes 
no conscious use of the above mentioned dichotomy in the formulation 
of interaction problems, and, as a result, does not consciously 
utilise this dichotomy in their planning. In chapter V it will be 
discussed that the dichotomy may be linked to theories about phases of 
development of very young children. 
The types of planning related to the dichotomy, often seem to be of a 
mixed character. If actual disorders are related to injuries in 
previous phases of life (Freud, 1912a, loc.cit.), it may reasonably be 
assumed that, first of all, these phases merge smoothly and with a 
certain amount of overlap; secondly, that injuries inflicted will not 
have been limited to just one phase. 
In the case of Mr. Vlugt, the type of planning implies that he 
will profit from just being told that he is angry, and put at 
ease. He is considered to need the opportunity to quieten down, 
and by the mere ascertainment of his anger, he is given this 
opportunity. However, intervention will be necessary, if his 
anger entails too much danger to others. 
Due to confusion and chaos caused by Mr. Hoi, contact with him 
cannot be made. The staff members develop a type of planning 
which implies restriction of his physical life-space. In other 
words, they set limits in order to facilitate contact. This is 
similar to the toddler put in the play-pen by his mother because 
otherwise she keeps loosing him, which would expose him to too 
severe dangers. 
In some cases, intuitively designed types of planning may be 
understood as a correction to the original formulation of the problem. 
By his contradictory behavior, Mr. Schut causes people around 
him to poke fun at him. Since Mr. Schut complains loudly and 
continually that everyone must leave him in peace, no one takes 
him seriously, the more so, because he is suspected to have more 
potential for making contact than he displays. 
In a role-play, staff members are looking for an alternative 
reaction to his behavior. They consider that the interaction 
might be better be structured in terms of assessment and at the 
level of relationship: "You tell me that you don't want 
attention. At the same time, you arouse my attention by your 
loud complaints". 
It is not to be excluded that people repeatedly are inclined to 
overestimate Mr. Schut's potential for making contact. 
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IV.5.3. The connection between the discussion framework and planning 
In section 4 it has been explained that the staff, in looking for the 
significance of a treatment stagnation, makes a choice out of four 
discussion frameworks: 
1. understanding the stagnation as an interaction problem between the 
patient and the treatment team. 
2. understanding the stagnation as a behavior problem of the patient. 
3. understanding the stagnation as a problem in the functioning of the 
staff. 
4. not reaching an explicit conception of the stagnation. 
The type of planning which provides the best insight, also to 
outsiders, is based on an interpretation of the stagnation as an 
interaction repetition between the patient and the treatment team. The 
staff members clarify why a patient may hardly be able to behave 
differently, due to previous mental injuries. They also clarify why 
staff members feel forced to react as they do, due to their 
experiencing this behavior. An alternative reaction may then emerge as 
a logical conclusion. 
"Mr. Sluis seems to dream of someone who is totally and 
exclusively available to him. Now he is beginning to gain a 
little trust in one of his group leaders. Corrections by him 
are felt by Mr. Sluis as letting him down, which feeling he is 
unable to tolerate, particularly in the presence of other 
people. 
Let us therefore, together and with Mr. Sluis, agree that this 
group leader will refrain from corrections, at least for a 
while, until Mr. Sluis is better able to tolerate them. 
At the same time, we should arrive at a better understanding, 
what may feed his enormous need for someone's total 
availability, and how we might react to it more adequately. 
The data of the present study do not contain many illustrations of 
this type of planning. In the majority of cases, the treatment 
stagnation was not conceived as an interaction repetition between the 
patient and the treatment team, but as a behavior problem of the 
patient. The types of planning derived from the latter discussion 
framework are less in the nature of logical conclusions, and more in 
that of an offer of a model, or a recipe, for the interaction. Looking 
at the interaction disorder through the eyes of the team members is 
omitted. In a such case, the question of whether the team members may 
be able to implement the actual plan fails to come up for discussion. 
Mr. Klijn's team members did not feel a match to his threats and 
agression. A psychotherapist familiar with his behavior, 
explained that a joking attitude will make him behave less 
threateningly. 
A group leader remarked that he would never dare to approach Mr. 
Klijn jokingly, for fear of being hit on the head. The staff did 
not pursue this. 
Mr. Luyks' team members had lost sight of the facts concerning 
him. They had even come to believe that he had been voluntarily 
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admitted to the clinic. 
The team members were urgently advised to keep a better eye on 
the facts. The question as to why the team members, contrary to 
their custom, had lost sight of the facts to such an extent, was 
not broached. 
Most planning has the character of a model which someone, usually an 
experienced staff member, hands over from his experience, or of a 
recipe which is provided after exploration of the stagnation. 
Presumably, the experienced staff member has, in fact, attributed a 
certain meaning to the data explored, but does not share his insight 
with other staff members. 
The few times in which attention is paid merely to experiences and 
reactions of team members, the predominant planning characteristic 
seems to be one of a "survival strategy". 
"Be assertive in what you say to Mr. Tas. This way you will be 
less manipulated, either by his pitifulness or his threatening 
attitude". 
Planning as a "survival strategy" is a variant of planning as a model 
or a recipe. In such a case too, the explicit search for a connection 
between the patient's behavior and the staff's experience is omitted. 
At the same time it is not elucidated whether the alternative creates 
some space for the team members only (something which may be highly 
necessary), or for the patient in question as well. 
If the staff members have not explored together, and therefore not 
recognized, the interaction problem, they are unable to consider its 
meaning. What happens then is pseudo-planning which, in reality, means 
repetition of interaction. A staff member with a central position in 
the treatment process who has lost his distance and become entangled 
in the relationship with a patient will often be inclined to prescribe 
his approach as the correct and even sole method. Then he has landed 
in the pitfall against which Main (loc.cit.) warned with his firm 
"don't'". 
In the case of Mr. Pel, the role-play leader, as a psycho­
therapist, was able to make a positive contact with him. He 
failed to notice that Mr. Pel abused the contact with the 
treatment team by threatening them with violence. 
The play-leader advised the team members to try, first of all, 
as a continuation of the psychotherapeutic contact, and for the 
time being, to better understand the world as perceived by Mr. 
Pel, without judging his behavior. In this advice he omitted the 
setting of limits and consequences, and this implied repetition 
of interaction. 
Question 8 of figure 1, which concerns the question whether the 
individual and actual planning is an alternative to interaction 
repetition or a new form of interaction repetition, is answered in the 
above. Mostly (n = 24), the planning is a plausible alternative. 
Sometimes (n - 6) the planning has to be regarded as repetition, and 
therefore as pseudo-planning. The answer is reproduced in summary in 
figure 2, list Θ. 
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H/.5.A. Planning from experience and planning as hypothesis 
As has been set out in section 3, the staff usually clarifies in its 
discussion the interaction difficulty between the patient and the 
treatment team. It is of importance that the interaction be explored. 
It is also of importance to consider the factors which may motivate 
the patient's behavior, the team members' experiences concerning this 
behavior, and the motivations for acting out their experiences. In 
other words, the meaning of the interaction should be considered. This 
demands a suitable discussion climate. The interaction problem, having 
been formulated by the treatment team beforehand, is made explicit by 
the staff discussion. 
In the reports, perception of the repetitive character of the 
interaction problem is possible. The staff members themselves are able 
to see it, when they conceive of the treatment stagnation as 
interaction repetition. Moreover, the observance of interaction 
repetition seems to be possible for an outsider, such as the 
researcher, even if the staff itself does not explore the interaction 
problem. 
It has to be discussed now whether or not the interaction repetition 
portrayed is covered by the planning. The classification of treatment 
processes as alternative reactions to interaction repetition, versus 
pseudo-planning identical to interaction repetition, has been given in 
figure 2, list 8. 
The organization of the clinic provides that someone may be present in 
a staff meeting who does not belong to a treatment team, but who, 
however, has personal experience with the interaction problem under 
discussion, and has found an alternative reaction. He is capable from 
experience to connect the interaction problem and his alternative 
reaction with the patient's behavior. In this way he is able to 
function as an educational guide to other staff members. 
If no such person is present, the staff members, by exploring the 
treatment stagnation and looking for its meaning in terms of 
interaction repetition, may derive an alternative interaction as a 
procedure which is worth trying. By looking for the meaning of the 
interaction repetition, they design an alternative way of associating 
with the patient, as an hypothesis which can be tested in the actual 
association. Such an exploration is usually led by an experienced 
staff member who then functions as an educator to other staff members. 
Sometimes, an experienced staff member will consider the stagnation 
explicitly in terms of interaction repetition. That is to say, he may 
considering his own experiences of the patient's behavior in terms of 
repetition. At the same time, however, he may fail to connect his own 
experiences with those of the team members. This may be illustrated by 
the interaction with Mr. Klijn described in the previous section. 
In a role-play, Mr. Ploeg's team members are advised to merely 
state what they see him doing towards them. By stating this, 
they remain close to what Mr. Ploeg is expressing, and find some 
distance from their negative feelings towards him as well. 
The advice seems to be effective when put into practice by the 
play-leader himself, in the role of a group leader. The group 
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leaders, however, are incapable of taking up the advice in their 
role-play, although it does not become clear what it is that is 
so difficult to them. The link between, on the one hand, the 
behavior and motives of Mr. Ploeg and, on the other hand, the 
team members' negative feelings about his behavior, remains 
concealed, its significance is not brought to light. 
The previously discussed advice to interview Mr. Valk with 
Warren's (1966) interview model is plausible against the 
background of his life-history and treatment process. A 
connection between the interaction problem and the advice, 
however, is not made. 
In interviews and other exchanges with the staff it has repeatedly 
become evident that therapeutically well educated and experienced 
staff members sometimes realize insufficiently, that others often know 
and understand considerably less about treatment interactions than 
they themselves. People must have a certain minimum of knowledge and 
concepts at their disposal, in order to be capable of assessing what 
is unclear and which questions ought to be asked. As mentioned 
(section 3), well-educated and experienced staff members are 
relatively rarely asked for explanations, during staff meetings. They 
believe that they are discussing something with their conversation 
partners, while this is often not the case. Precisely when one is 
searching for meanings of an interaction repetition, the required 
conceptual framework of, for instance, concepts regarding transference 
and counter transference, cannot be regarded to be common knowledge 
amongst staff members. In such cases, planning will easily acquire the 
character of a model or a recipe, suggested by an experienced staff 
member. In so far as many staff members have certain deficiencies in 
their conceptual framework, such a gap in knowledge may contribute to 
the risk that an experienced staff member falls into the role of the 
old-fashioned "school teacher", who says: "Just copy what I do"; or of 
the old-fashioned doctor, who says: "Just follow my advice". 
IU.5.5. Planning and the treatment team 
In the light of the problem stated, the question is relevant whether 
we are dealing with treatment plans and treatment planning, according 
to the clinic's own criteria. Is it a matter of treatment planning 
when someone brings up a plausible alternative7 This seems to happen 
in many cases (n = 24, figure 2, list Θ). Is it, however, inadmissible 
to speak of treatment plans and treatment planning, unless those staff 
members who have to put the designed alternative into practice, 
usually the treatment team, apparently understand and take up the 
alternative on the spot9 Under such conditions, there is little 
planning to be found in the data (n = B, figure 2, list 10). 
Preference should be given, as stated previously, to the view of 
treatment planning as behavior, to the plan as "an explicit, 
contingent guide for one's own behavior (...) to approach problems" 
(Ullmann, op.cit. p.22). People who are actively involved in 
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treatment, are strongly inclined to regard talking and, a fortiori, 
writing about it, as considerably less important than practicing it. 
They give, and should give, priority to treatment itself, otherwise 
they would confuse essentials with accessories. 
Therefore, a lack of explication, spoken or written, does not in 
itself say anything about the existence of treatment planning and its 
quality. Garfinkel (op.cit. p.191), who studied clinic records, 
remarked laconically about frequent gaps in documentation: "We came to 
think of the troubles with records as 'normal, natural' troubles. We 
do not mean this ironically. (...) Normal natural troubles are 
troubles that occur (...) because the reporting system and reporters' 
self-reporting activities are integral features of the clinic's usual 
ways of getting each day's work done, ways that for clinic persons are 
right ways". 
In a way, treatment planning is similar to any policy making and 
policy execution: everywhere more policy is made and executed than is 
recorded in memoranda and reports. This is advantageous from the point 
of policy production, but outsiders may feel obstructed by a lack of 
documentation, in trying to see through an organization's policies. 
Much treatment planning, as it is verbalized in stagnation 
discussions, seems to emanate from just a few experienced staff 
members (n = 24, figure 2, list 9). Occasionally (n = 3), members of 
the treatment team themselves contribute to such planning by their 
experienced colleagues. Sometimes a member of the treatment team 
evidently understands the alternative which is designed by an 
experienced staff member. 
"Of course' If my opinion is of no importance to her, I can say 
to Mrs. Droog: 'Why are we talking then9'" 
Sometimes the planning is recognized as being already applied. 
"That 's right. We know that in the contact with Mr. Zwart, 
negotiations will get you nowhere. Any progress is impossible 
unless matters are clearly stated". 
In most reports on stagnation discussions no trace can be found of to 
what extent the team members who have to execute the alternatives, 
i.e. the planning, are able to understand them and pick them up. It 
also happens that they explicitly say that they do not know what to do 
with the proffered alternative. 
"We may carry on in the old way with Mr. Troost, but that won't 
be to much avail". 
In most cases team members just do not express whether they see the 
proffered alternative as feasible or not. Not very seldom, such an 
alternative is formulated towards the end of the discussion; no time 
is left for its consideration or for elucidation. 
Within the stagnation discussion, which is, as such, to be understood 
as a form of planning, the section "planning" is always a matter of a 
small segment of a comprehensive treatment process. The treatment 
process comes up neither for the first time, nor for the last, nor 
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exhaustively, in the studied reports. As the problem of the discussed 
treatment process is more complex, there is an increasing chance of a 
continued discussion during the coffee-break. Often the problem will 
also be taken up later again in a team discussion. This cannot easily, 
be retraced in the reporting. 
The team members often need some time in order to let the discussion 
sink in. Later on, in their interaction with the patient, they may 
sometimes experience that the discussion has, in fact, offered a 
substantial foothold. This happened, for instance, with the above 
mentioned Mr. Troost. In a semi-structured interview with the 
supervisor about the discussion of his treatment stagnation, she 
related that the group leaders, after the discussion, felt effectively 
assured concerning their planning of his treatment. 
Whether or not the teani members pick up the formulated treatment 
planning can often not be found in the discussion reports. However, 
this does not automatically mean that they remain stuck in the 
interaction repercussion, even though this possible consequence should 
not be excluded. When the staff are reconsidering treatment planning, 
this is to be seen as a process, characterized mainly by its 
continuity. A discussion report on treatment planning is only an 
instantaneous snapshot. It is a picture in which treatment planning 
may often be observed, provided one takes a comprehensive view of 
treatment planning, as containing information-collection, attachment 
of meaning to it, and designing alternatives according to the meaning 
attached. 
The extent to which and the way in which various staff members 
participate in treatment planning is not discussed in the present 
study, but the range of participation is well worth studying as a 
separate subject. 
Question 9 of figure 1, who formulates the planning, can now be 
answered. If there is planning (n = 24, see figure 2 under Θ), it is 
usually formulated by an experienced staff member; sometimes the team 
members are actively involved (n = 3). The answer is reproduced in 
summary in figure 2, list 9. 
Question 10 of figure 1, which concerns the question, whether or not 
this planning is understood by the treatment team, can be answered in 
the affirmative in θ cases. From the lack of positive data it may not, 
however, be concluded that the treatment team did not understand the 
planning. The answer to question 10 is reproduced in summary in figure 
2, list 10. 
І .б. A summary of the results, to fill in the scheme of analysis 
presented in figure 1 (p.100) 
Figue 2, which follows, contains a summary of the findings of the 
present study, in the form of answers to the 10 questions, referred to 
earlier in this chapter. 
Question 1: how the treatment team describes the treatment stagnation, 
can be divided dichotomously into "no contact" (n = 11) and "abuse of 
contact" (n = 19). 
Question 2: the team uses four frameworks to formulate the stagnation: 
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a. the framework of interaction between patient and treatment team (n 
= 7) 
b. the framework of the behavior of the patient (n = 12) 
c. the framework of the reaction of the treatment team (n = Θ) 
d. no, or unclear, framework (n = 3) 
Question 3: the interaction problem between an individual patient and 
a treatment team can be manifested in all 30 cases. 
Question 4: data from previous reports, concerning control on 
interaction repetition, can positively be seen as confirming the 
assumed interaction repetition in all 30 cases. 
Question 5: the treatment team and staff put the interaction usually 
(n = 24) into words, but sometimes they do not (n = 6). 
Question 6: the staff can be viewed as to use four frameworks for 
discussing interaction repetition: 
1. the framework of interaction between the patient and the staff (n = 
7) 
2. the framework of the patient's behavior (n = 15) 
3. the framework of the reaction of the staff (n = 3) 
4. no, or unclear, framework (n = 6). 
Question 7 of whether or not interaction repetition can be observed 
between the patient and the clinic staff, can be answered in the 
affirmative in all 30 cases studied. 
Question 8: usually (n = 24), planning is a plausible alternative to 
the interaction repetition. Sometimes (n = 6 ) , planning has to be 
regarded as repetition, and, therefore, pseudo-planning. 
Question 9: if there is planning (n = 24, see answer 8), it is usually 
formulated by an experienced staff member; sometimes the team members 
are actively involved (n = 3). 
Question 10, whether or not this planning is understood by the 
treatment team, can be answered in the affirmative in 8 cases. 
The profile of answers is different in each individual treatment 
process; the results cannot simply be added. However, apart from all 
the differences, certain main features may be observed. 
1. The treatment teams use four different frameworks to formulate the 
30 separate stagnation problems. In only 7 cases they use an 
interaction framework (list 2). However, in the staff discussion 
the interaction disorder is explored, i.e. mapped out, in 24 cases 
(list 5). 
2. In 6 cases the staff does not explore the treatment stagnation 
(answer 5). In 4 of them, the team sees it as "contact abuse" and 
looks at itself for finding the cause. In 4 cases neither the 
meaning of the stagnation is discussed (list 6), nor planning 
designed (list 8). 
3. In the condition of "no contact", there is just 1 case in which the 
staff discusses the interaction; in 7 cases it discusses only the 
repetition behavior of the patient. 
4. In the condition of "contact abuse" the staff seems to discuss the 
interaction more often (6 cases) than in the condition of "no 
contact". In 8 cases it discusses the repetition behavior of the 
patient (list 6). 
5. In 3 cases the staff pays almost exclusive attention to the 
experiences of the treatment team (list 6). 
6. Planning may be directly connected with the mapped-out treatment 
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stagnation in 24 cases (list 8), even if the stagnation is 
discussed in terms of interaction repetition in only 1 (see list 3) 
and 6 (see answer 4) cases. 
7. With regard to the 24 ascertained connections (list 8), in 21 cases 
planning has been verbalized exclusively by an experienced staff 
member (list 9). In 3 cases of "contact abuse", the team members 
have verbally contributed to planning. This may be seen as support 
for the assumption that experienced staff members in their planning 
implicate interaction repetition, without explication. Then 
treatment planning occurs but, by lack of explanation, it is not 
taught and conveyed to those who have to put it into practice. 
8. In the condition of "no contact", members of the treatment team 
seem to understand the planning in 2 cases (list 10). Besides, 
there is 1 case of pseudo-planning by the team. In 8 cases, the 
reports either do not show whether team members understand the 
planning, or demonstrate that they do not. 
9. In the condition of "contact abuse", team members seem to 
understand the planning in 6 cases. In 8 cases the reports either 
do not show whether team members understand the planning, or 
demonstrate that they do not. Besides, in 4 cases of understanding 
by the team, it is a matter of pseudo-planning. There is 1 case of 
pseudo-planning which the team evidently cannot make sense of. 
Figure 2: the filling in of figure 1 with the names of the patients 
discussed 
Figure 2 concerns the answers to the 10 questions in the right-hand 
column of the scheme of analysis, figure 1. 
η = 30 for all 10 questions. 
Section IV.2. 
List 1, answer to question 1. 
Problem formulation by the treatment team in terms of: 
no contact 
droog 
goes 
hoi 
kock 
luyks 
maat 
oud 
ploeg 
pors 
valk 
η = 11 
zwart 
contact abuse 
BAKS 
BLOM 
BOOT 
CATS 
DIK 
FR00N 
KLIJN 
KROL 
MARKS 
ME Y S 
η = 19 
MOOY 
PEL 
SCHUT 
SLUIS 
SPEE 
STERK 
TAS 
TROOST 
VLUGT 
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List 2, answer to guestion 2. 
Problem formulation by the treatment team in the framework of: 
interaction 
η = 7 
droog SCHUT 
maat SPEE 
ploeg TROOST 
valk 
behavior 
η : 
goes 
koek 
oud 
pors 
zwart 
of patient 
: 12 
BLOM 
CATS 
KROL 
MARKS 
MOOY 
SLUIS 
TAS 
reaction of team 
η = 8 
- BAKS 
BOOT 
DIK 
FROON 
MEYS 
PEL 
STERK 
VLUGT 
unclear 
η = 3 
hol KL U N 
luyks 
Section Ш.З. 
3. Answer to question 3. 
Stagnation discussion: the interaction projlem as it manifests itself. 
In all 30 cases the problem as formulated by the team can be under­
stood as a problem of interaction. There are 30 individual and 
differing descriptions of an interaction problem between a patient and 
his treatment team. 
A. Answer to question 4. 
Stagnation discussion: the interaction to be conected with data from 
previous reports, in order to demonstrate repetition of interaction. 
Interaction repetition can be identified in all 30 cases. There are 30 
individual and differing descriptions of interaction repetition 
between a patient and his treatment team, compared with previous 
interaction problems between the patient and his environment. 
List 5, answer to question 5. 
Verbalization of the interaction repetition in the staff discussion. 
droog 
goes 
hoi 
kock 
luyks 
maat 
ploeg 
pors 
valk 
zwart 
yes η = 
BLOM 
BOOT 
CATS 
KL U N 
KROL 
MARKS 
MEYS 
MOOY 
SCHUT 
SLUIS 
24 
SPEE 
STERK 
TAS 
VLUGT 
no 
oud 
π = 6 
BAKS 
DIK 
FROON 
PEL 
TROOST 
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Section l\l.h. 
List 6, answer to question 6. 
Stagnation discussion - the stagnation is discussed in terms of: 
interaction 
η = 7 
maat MARKS 
MEYS 
MOOY 
SCHUT 
SLUIS 
STERK 
behavior 
patient 
η = 15 
goes BLOM 
hol BOOT 
koek CATS 
luyks KLIJN 
ploeg KROL 
valk PEL 
zwart SPEE 
TROOST 
experience and 
reaction team 
η = 3 
pors TAS 
VLUGT 
vague or no 
terms 
η = 5 
droog BAKS 
oud DIK 
FROON 
Answer 7 to question 7. 
To connect the interaction repetition with data from the indication 
staff meeting, in order to demonstrate interaction repetition in the 
experiences of staff members. 
Repetition in the experiences of the staff members can be demonstrated 
in all 30 cases. There are 30 individual and differing descriptions of 
interaction repetition between a patient and his treatment team, 
compared with previous interaction between the patient and the staff 
during the indication staff meeting. 
Section IV.S. 
LISL ~, answer to question 8. 
Stagnation discussion -- planning to relate to interaction repetition 
(see answers to questions 3 and 4). 
related to 
= planning 
π = 24 
droog 
goes 
hol 
koek 
luyks 
maat 
ploeg 
pors 
valk 
zwart 
interaction repetition 
BLOM 
BOOT 
CATS 
KLIJN 
KROL 
MARKS 
MEYS 
MOOY 
SCHUT 
SLUIS 
STERK 
TAS 
*)TR00ST 
ULUGT 
not related to interaction 
repetition = pseudo-planning 
= repetition 
π = 6 
oud BAKS 
DIK 
FROON 
PEL 
SPEE 
*) Not related to answer 5: exploration of the treatment 
stagnation. Related to answer 1: formulation of the problem. 
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List 9, answer to question 9. 
Planning by experienced staff members or by the treatment team. 
planning by 
experienced 
staff 
η = 24 -
droog 
goes 
hol 
koek 
luyks 
maat 
ploeg 
pors 
valk 
zwart 
planning by 
team 
—> included η = 3 
BLOM 
BOOT 
CATS 
KL U N 
KROl 
MARKS 
MEYS 
MOOY 
SCHUT 
SLUIS 
STERK STERK 
TAS — TAS 
TROOST 
VLUGT VLUGT 
pseudo-planning *) 
by experienced 
staff 
η = 1 
PEL 
pseudo-planning *) 
by experienced 
staff and/or team 
η = 5 
oud BAKS 
DIK 
FROON 
SPEE 
*) see answer В 
List 10, answer to question 10. 
Planning by experienced staff understood by team, positively or not. 
planning 
understood 
by team 
η ζ В 
droog 
zwart 
BLOM 
MEYS 
SCHUT 
STERK 
TAS 
VLUGT 
planning 
understood 
by team9 
η ζ 16 
goes BOOT 
hol CATS 
koek KL U N 
luyks KROL 
maat MARKS 
ploeg MOOY 
pors SLUIS 
valk TROOST 
pseudo-planning 
understood 
by team 
η ζ 5 
oud BAKS 
DIK 
FROON 
SPEE 
pseudo-planning 
not understood 
by team 
η = 1 
PEL 
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DISCUSSION 
The results of this study, which have been described in chapter IV, 
provide answers to the research questions formulated in chapter II. In 
U.l the results are cast in the theoretical perspective which was 
developed in chapter II, which in turn contributes to broadening this 
perspective. Furthermore, the results are brought to bear on the views 
held by the clinic and which have been presented in chapter I. In V.Z 
the function and value of an interpretative method, as applied to the 
field studied here, are reflected upon. 
V.l. The research questions and results in light of the theoretical 
perspective 
The basic social process which has come to light in this study is the 
interaction repetition, the variants of the interaction repetition and 
the significance which the staff members attach to it in particular. 
With respect to the research questions, the present study provides 
insight into the relationship between the general views held by the 
clinic on the one hand, - to the effect that treatment takes place as 
a process of interaction - and the application of these views to 
individualized treatment plans on the other. It appears that the 
clinic applies its views by attempting to get into contact with the 
individual patient while placing bounds on him within this contact. 
The contact is directed towards, and is a requirement for, presenting 
the patient with opportunities to develop. In the clinic the search 
for contact and the setting of bounds take place in a continual 
interaction process between the patient, the treatment team and the 
staff. The treatment planning upon which each individual treatment is 
based forms the central element of this interaction process. 
Psychoanalysis, as a theoretical framework in general, and the 
concepts of transference and countertransference in particular, offer 
a perspective for handling the contact. The insights of Harty (1979) 
and Berkouwer (1981) in particular, have contributed to developing the 
theoretical perspective of the interactional processes in this study. 
With regard to the first question concerning the common frame in 
treatment planning, Harty has pointed out that the significance which 
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the treatment team attaches to the patient's behavior does influence 
the interaction between the patient and the team, and further, that 
the quality of this interaction is of diagnostic and therapeutic 
importance. 
With regard to the second question concerning the recognition of 
different patterns in the common frame of treatment planning, it 
appears that the meaning which staff members attach to their inter-
action with the individual patient can be construed in two ways. What 
the interaction means to the staff reflects the problems which occur 
in it. Berkouwer has pointed out that problems in the interaction 
differ in the way they manifest themselves in accordance with the 
patient's pathology. He relates the etiology of the pathology to the 
developmental phases of the young child. 
Finally, didactical questions concerning the insight of staff members 
in the process of interaction repetition will be discussed. 
V.1.1. The common frame in the interaction repetition 
The first question of the present study is: is it possible, by using 
the concept of interaction repetition, to describe a common frame of 
the way the clinic staff deals with treatment plans7 In answer to this 
question, a review of the common elements of the findings follows. 
No treatment plans but treatment planning 
If one views individual treatment plans as being clearly defined and 
described plans for the interaction between individual patients and 
the staff, then the concept of treatment plan is of little utility to 
the clinic. The results of the study reveal thgat the individual 
treatment plan does exist, but consists of a continual process of 
planning which revolves around varying and intertwined interactions. 
These findings are consistent with the theoretical and methodological 
perspective of symbolic interactionism (Blumer, 1974; Ullmann, 1981; 
et.al.): if people exchange meanings — and they exchange meanings in 
plans too — this exchange is perceptible only via their interaction, 
their mutual behavior. 
The interaction repetition of the patient and the staff members 
conducting the treatment 
As Freud (1920), Baan (1955a), Beier (1967) and others have elucidated 
(chapter II.1), the patient acquired the status of a patient as a 
result of his compulsive repetition of behavior. Many take it for 
granted that it is almost impossible to break this repetition pattern 
among those diagnosed as psychopathic. It has been demonstrated in 
chapter IV how the patient's behavior in the situations in which the 
30 treatment processes studied stagnate, can be conceived of as 
repetition behavior. 
In the present study repetition of interaction pertains to the mutual 
behavior of the patients and the staff members. The term "interaction 
repetition" has been used to describe the actual interaction between 
the patient and the staff members of the clinic as they, in turn, 
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reflect the problematic relationships the patient previously had with 
others. Specifically, this concerns the repetition of interaction 
which took place between the patient and professionals he had contact 
with in the past. 
The general view of Baan and the clinic, that treatment takes place in 
the interaction between the individual patient and the staff, has been 
confirmed through the phenomenon of interaction, as it has emerged in 
this study. Common to the stagnation in the 30 treatment processes is 
the dominant phenomenon of interaction repetition. The interaction 
between the patient and the staff members, an important element of the 
treatment process, takes places as an uninterrupted chain of 
interactions. These interactions often involve difficulties. If these 
difficulties are not mutually resolved by the treatment team and the 
patient, then treatment stagnation sets in, manifesting itself in 
interaction repetition. Breaking down interaction repetition may be 
conceived of as planning. Planning takes place when someone is able to 
find an alternative to the interaction repetition. Sometimes this 
alternative may lead to renewed interaction repetition, and so on and 
so forth. 
The results of the study — which have focused more on treatment 
stagnations as experienced by treatment teams, rather than by 
individual staff members — have confirmed that, following the 
experiences of Mentzos (1976), Goudsmit (1979), Harty (1979), Lomas 
(1979), Berkouwer (1981), and others, interaction repetitions do not 
only occur in dyadic treatment relationships, but also in the 
associations between the patient and a team; sometimes, indeed, also 
in the relations between the patient and the staff. 
The different role positions, such as those of group leader, super-
visor, social worker for outside relations, coordinator, have not been 
studied closely. Generally speaking, the group leaders and the 
supervisor have reacted similarly in numerous instances of treatment 
stagnation. Sometimes the supervisor succeeded in distancing himself 
from, and in reflecting on, the situation, but then the contacts 
between the supervisor and the group leaders had not been successful. 
It has also occurred at times that the supervisor was not present or 
that his reaction to the stagnation was not described separately; the 
working out of the differences between these positions calls for a 
separate study. 
The experiences of staff members 
As the results show, the experiences of staff members are accompanied 
by vehement, mostly negative emotions. The findings illustrate the 
types of complaints and problems which are likely to arise if the 
staff members do not know how to manage countertransference as they 
experience it. Staff members may come to feel unwell, as described by 
Main (1957); they may suffer from feelings of exhaustion, "burn-out" 
(Lamb, 1979); their private lives may suffer heavily in a manner 
reminiscent of Bettelheim's (1974) description of mental 
désintégration. 
All in all, the results have provided more insight into the emotional 
burden for those who work with this category of patients. When it 
comes to repetitive interaction problems with individual patients, 
167 
staff members must not only be able to handle the violent emotions of 
the patient, but first and foremost they should be able to handle 
their own emotions. Interaction repetitions often affect staff members 
to the core. 
The perspective of psychoanalysis 
It has become evident in the present study that stagnating interaction 
repetitions and breaking through them occupy a special place in 
treatment plans and planning. While staff members normally have no 
real problems dealing with a particular behavioral phenomenon m 
individual treatment, they do not appear to know how to handle it when 
it occurs in a stagnation. Their failure can be seen as an interaction 
repetition which is specific to the interaction with a certain 
patient. In the deliberations on stagnation, staff members often 
succeed together in finding ways of tackling the phenomenon concerned. 
How can the lack of knowledge of handling a phenomenon on the one hand 
be related to figuring a way out of the impasse on the other7 
Psychoanalytical theory (chapter II.1) offers a theoretical frame of 
reference for answering this question. The framework of psychoanalytic 
concepts may serve as a "pair of glasses", which provides a 
perspective of the interaction as it occurs during the treatment; a 
pair of glasses, handed out to the reader to look at the results in 
chapter IV and to follow the discussion in chapter U. On the face of 
it, and with the views of the clinic in mind, Rogers' conceptual 
framework might seem more persuasive. However, since the psycho­
analytic framework has been better developed and is clearer than the 
descriptions and metaphors of Rogers, the former is to be preferred. 
The conceptual framework of psychoanalysis, especially the notion of 
countertransference, makes it possible to conceptually relate the two 
situations of "not knowing what to do" and that of tackling the 
difficulty. The concept of countertransference connects the two 
situations and makes sense of them by conceiving of the way in which 
members of a treatment team experience the patient's behavior, the 
meaning or significance they attach to this behavior, and their own 
behavior which ensues from the ascribed meaning, as countertrans­
ference. 
Countertransference is a metaconcept which is part of psychoanalytic 
theory. It reflects the interconnections of the concepts of 
experience, attached meanings, and behavior. Moreover, countertrans­
ference is a metaconcept which cannot be reified: one cannot treat 
countertransference as a "thing", one can only account for it 
empirically. In other words, one should not ask: "What is counter-
transference7", but: "How does countertransference work7" (See 
Ullmann, op.cit.). The concept of countertransference can clarify such 
phenomena as interaction repetition. It can provide insights into the 
repetition, and, based on these insights, it can help in arriving at 
behavioral alternatives. Harty (1979), building on Packer's (1957) 
views concerning identification and countertransference, stresses how 
useful it is for the treatment process if attention is paid to the 
experiences of the treatment team. 
Initially countertransference was introduced in this study as an 
auxiliary concept, used for the construction of the interconnections 
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referred to, but, as part of the theoretical framework of psycho-
analysis, it has become increasingly a core concept. 
In the experience of the clinic, supported by the findings of this 
study, staff members, no matter how highly educated and experienced, 
are never immune to getting into emotional entanglements with a 
patient. While staff members sometimes evince an insufficient insight 
into the dynamics of the interaction, they can in other cases describe 
the interaction accurately and with much differentiation. However, 
even if they do have insight into the interaction, they cannot avoid 
repeating their own reaction to the patient's repetition behavior. 
They realize that their reaction consists of repetitions of the 
fruitless reactions which the patient knows how to evoke in them again 
and again, but, in spite of that, they know that they cannot change 
their reaction to his behavior. Racker's (1957, p.144) reflections on 
the breadth and depth of the therapist's identification with his 
patient provide a theoretical foundation for this phenomenon. 
Identifications can occur on the level of the conscious as well as on 
the level of the not-yet-conscious experiences of the therapist. 
A patient can evoke among staff members a corresponding experience of 
which they are fully or partially unaware and, which, because of this 
lack of awareness, can influence their behavior considerably. This 
corresponding experience may consist of concordant as well as 
complementary identification with the patient and sometimes both 
simultaneously. 
In the case of Mr. Sterk the staff members can construe the 
behavior of the members of the treatment team as being an 
identification with the unfulfilled needs of Mr. Sterk, a 
concordant identification of which they have largely remained 
unaware. The team members have made his needs so much their own 
that they have come into conflict with the rest of the staff. 
Only in the safe learning situation of role-playing, through the 
use of video equipment which aids distancing, are they able to 
distance themselves sufficiently to be able to see this. 
In the case of Mr. Maat, the types of experiences and reactions 
on the part of the treatment team in the role-playing situation 
are such as to qualify as identifications with Mr. Maat's images 
of the outside world, which he rejects: complementary 
identification. 
For Mr. Maat, the outside world is incomprehensible and as such, 
completely unpredictable and unreliable. This is the manner in 
which he treats the people in his environment. The team members 
feel that he is treating them as though they were untrustworthy. 
They feel this to such an extent that they have lost all 
confidence in being able to make contact with Mr. Maat. 
Correspondingly, they really do behave in an unreliable manner 
towards Mr. Maat. 
In these cases, the staff members express in their behavior what they 
experience. Their behavior is a form of "acting-out". It is in this 
light that Lakovics (1983) has expressed the view that it is mandatory 
for staff members in the first place to become aware of their 
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experiences of the patient. Only then will they be able to envisage 
what behavioral alternatives they have at their disposal which can be 
used for the benefit of the treatment. This is a process, a fight, in 
which they need each other's support. In psychoanalytic terminology, 
it is a matter of countertransference and more explicitly of the 
distinction between the countertransference thoughts and the 
countertransference position. 
Relatively little attention paid to the experiences of staff members 
What is common to the treatment processes studied is that much less 
attention is paid to the experiences and reactions of staff members as 
evoked by the patient's behavior, than to the experiences and behavior 
of the patient. Formulated in psychoanalytic terms, this means that 
far less notice is taken of the countertransference than of the 
transference. Different attitudes held by the clinic may all 
contribute to the fact that the staff pays relatively little attention 
to the experiences of its members. These attitudes can be active 
simultaneously and may strengthen each other. 
In the clinic, the notion prevails that the patient should be the 
center of interest. Generally speaking, and not doing full justice to 
the colorful reality of everyday life, one could say that what matters 
in the clinic is the patient, his interests and his problems. The 
staff members are thought of as self-reliant and able to find their 
own way and voice their opinions. What Peters i Waterman (1983) see as 
being characteristic of successful organizations holds to a great 
extent for the views of the clinic: keeping close to the customer (in 
the clinic: the patient), a 'bias' towards action and treating 
employees as thinking responsible people. 
The staff members do of course count even though the issue is not 
explicitly formulated. They either feel comfortable with, or supported 
by, their colleagues and able to cope with the work, or else they feel 
unsafe, isolated from their colleagues and powerless. The way they 
feel towards the patients and how they experience their relationships 
with them and with each other influences what they do; this has been 
theoretically explained in chapter II and illustrated in chapter IV by 
the results of the study. One hears them talking about their 
experiences in more relaxed situations such as for instance in their 
workpauses and on what may referred to as the "promenade deck". This 
is the clinic's formal information circuit which reminds one of 
Dalton's (1964) humoristic description of how social reality may best 
be captured in informal situations. If one were to formalize these 
situations by using a notebook or a recorder, one finds that people 
soon tend to think: "If you consider it important to record what I 
say, then I better put it into words correctly and in accordance with 
the official views". Periodically, as the expression "promenade deck" 
is heard more often, the staff members affirm, with illustrative 
examples, that insufficient formal attention is paid to their 
experiences. The staff's reaction to this situation translates itself 
in the voicing of their misgivings about the work or the circumstances 
surrounding it in a special meeting. 
A view, related to the idea that the patient should be the center of 
interest, looks to the difference in position between the patient and 
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the staff members, a difference which is, in turn, determined by the 
rationale of their being in the clinic. Roosenburg (Cossee-Buys, c.s. 
op.cit. p.16) advocated a clear stand on this issue, a view which 
lives on among the staff. When speaking for example about Maxwell 
Jones' pioneering work in the area of therapeutic communities for 
people who have committed crimes, she concluded that Jones sacrified 
his staff to his patients. Her opinion was that the excessive 
attention Jones bestowed on his patients was not beneficial to them. 
They could continually receive visitors and behave like volunteer 
guests. If a staff member said anything, the answer was: "That's your 
problem", and the patients proceeded to spot the staff member's 
problems. This style of working did not appeal to her. 
In staff discussions, this attitude is sometimes dealt with rather 
one-sidedly. When someone wants to delve into the matter of an inter-
action, he may be rapped on the knuckles by somebody else remarking: 
"In this clinic the patients are being treated, not the staff 
members". As a consequence, the usefulness of exploring staff members' 
experiences (chapter IV.4) is overlooked. 
The concept of countertransference, which is conceived of as being the 
co-repetition of the interaction, is sometimes strongly though 
implicitly viewed as an error on the part of the person carrying out 
the treatment. It is presumed that the mistake can be avoided and 
eliminated by the availability of information and the use of the right 
procedures for working on it. It is relevant to this study to note 
that this accent can indeed be found with several authors, notably 
those whose ideas have been of great influence on the development of 
the clinic. 
Rumke (194B, 1953) seems to have taken to the attitude of maximal 
approach while keeping distance, as being a matter of course and a 
prerequisite for treatment (and rightly so). He has paid relatively 
little attention to the difficulty of holding on to this attitude and 
to time and again reacquire it. This difficulty is often present in 
the case of patients of the category which is admitted to the clinic. 
They carry over forms of interaction repetition from previous 
relationships, and the difficulty applies not only to beginning but 
also to experienced therapists. Rumke did not have much hope for the 
treatment of this category of patients. Because of this he may not 
have acquired extensive experience in treating them. For this reason 
perhaps, he saw insufficient need for describing the intricate inter-
play between approaching and distancing. 
Baan (1955a, p.136) observed that social workers and nurses sometimes 
get involved in emotional entanglements despite warnings and 
instructions. This sounds as though warnings and information should in 
principle be sufficient to prevent emotional entanglements from taking 
place. 
Roosenburg (1968, p.4) points out that one may read frequently in 
reports on a patient how he repeatedly evokes the same reactions to 
his behavior, even where those involved had been forewarned: "Es ist 
alsob, wenn man mit ihm in Berührung kommt, das früher Geschehene 
verblasst" ("When one gets into contact with him, it is as if what 
happened in the past fades"). It is Roosenburg's opinion that clear 
and daily discussions by the staff should create alternatives to 
repetitive reactions to patients' behavior. 
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Seen within the theoretical perspective of this study, these authors 
suggest that, to say the least, staff members are able to make 
themselves aware of an occurring experience of countertransference. 
The suggestion is that they are capable of taking in the experience 
("containing" it), neutralizing it and then returning it detoxified, 
free of poison, to the patient. 
Considering staff members as people able to voice their opinions and 
to be self-reliant, involves respecting their privacy. The clinic 
subscribes to Bettelheim's (1974, p.400-401) view of group leaders, 
who among the staff members are preeminently involved in interactions 
with the patient. The aim of the interaction is to get the patient to 
behave differently. But, at least if there is a real interaction, the 
group leader will himself be influenced by it too. One of Bettelheim's 
group leaders wrote about herself: "I felt I was making nothing but 
mistakes. (...) At first and for a while it made me angry to 
continually soul-search for the patient's benefit that is, until I 
recognized that I too benefited, and by no small amount. (...) The 
ethos of the staff meeting had the effect of making it impossible not 
to examine what I was up to, both in terms of myself and in relation 
to the patients". 
This group leader wrote that she did not want to say more about her 
experiences, because if she were to do so she would then feel like 
being placed in the confessional box. Bettelheim praises her for this 
reticence. He thinks that it would be "extremely intrusive" on the 
part of senior staff members to go into personal problems of junior 
colleagues during staff discussions. For then staff meetings would 
"deteriorate" (as Bettelheim puts it) to group therapy sessions 
instead of being oriented toward collaboration at a common task. 
Senior staff members in particular should prevent this happening. "No 
doubt the line between what pertained to the work and what to the 
worker was sometimes quite thin. It was the task of senior staff 
members to see that it was never crossed" (ibid.). 
However, this does not imply in the least that the interaction in its 
quality as a treatment phenomenon par excellence should remain 
undiscussed. Bettelheim (1974, p.334) asserts that "if only the 
emotions of the patient are viewed as worthy of concerned 
consideration, the staff member will not be able to keep from becoming 
annoyed that his feelings count for so little; and he will end up 
being resentful of the patient". A staff member is just able to 
process (to contain) as much of the experiences which the patient 
projects onto him, as he may experience openness towards processing 
his own experiences. From time to time, the complaint of especially 
the clinic's group leaders is that it is only the patient who is taken 
account of, and that their experiences are hardly ever listened to. In 
as far as this accords with reality, an unintended subsidiary effect 
of it is that the interaction between the group leader and a patient, 
and thus the treatment, gets insufficient attention or none at all. 
The fact that the clinic does not make use of the psychoanalytic 
conceptual framework, at least not explicitly, has undeniable 
advantages of mental hygiene, especially because of the meta-character 
of psychoanalytic concepts, always of a slightly speculative nature. 
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There is a strong tendency in the clinic to restrict any discussions 
to the concrete, to what patients and staff members can perceive 
together, and to influencing goal-directed behavior. A disadvantage is 
that, by ignoring the psychoanalytic conceptual framework, for reasons 
mentioned here or any other reasons, the compelling necessity is no 
longer felt that reports must also reveal the experiences of the 
treating staff and their reactions to the patient's repetition 
behavior. Within a psychoanalytic framework such a necessity just 
cannot be ignored. 
In conclusion, it is worth mentioning that elsewhere also, as well as 
in the literature, the experience of countertransference gets an 
amazingly small amount of attention. In this connection the neglect of 
anxiety of therapists has been mentioned (Haldipur, 1982; see also 
chapter III.2), and the scarce descriptions of negative experiences of 
parents of autistic children (Bettelheim, 1967; Frye, 196Θ). With the 
relatively meager attention paid to the phenomena of countertrans­
ference, the clinic presumably forms no great exception to what occurs 
elsewhere within welfare or mental health agencies. 
V.l.2. The different patterns in the interaction repetition 
The second question posed in this study is: is it possible, by using 
the concept of interaction repetition, to describe different patterns 
of the way the clinic staff deals with treatment plans7 
To this end, a discussion of the findings with regard to such patterns 
follows. 
A dichotomous division in the treatment stagnations 
It has been possible to designate the 30 treatment instances of 
stagnation as manifesting one of the following two patterns: 
1) The staff members perceive the stagnation as "we cannot come into 
contact with the patient". 
2) The staff members perceive the stagnation as "the patient is 
abusing his contact with us". 
The use of this dichotomy may also be seen in clinic practice, apart 
from the present study. A case in point is Roosenburg's (1968, p.3) 
lecture on group dynamic aspects of treatment. She illustrates her 
explanation with two instances which are clearly analogous to this 
dichotomy. One concerns a patient who is treated with excessive 
tolerance and who is met half-way time and again. He always knows how 
to get people to do what he wants them to do, and other people 
willingly let this happen. Such a patient appears to abuse contacts. 
Roosenburg's other illustration has to do with a patient who is 
continually being reproached. He is blamed for his behavior and 
encounters punitive reactions. No one expects any good to come out of 
him. In the sense of Runike (1953), the contacts between such a patient 
and other people appear to come to naught. 
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A theoretical justification of the dichotomous div/ision 
The dichotomous division corresponds to what Berkouwer (op.cit.) has 
written about the pathology of the patient and the residential 
psychotherapeutic environment, which may either foster growth or else 
generate repetition and failure. To an important extent, Berkouwer's 
ideas are based on theoretical assumptions about interactions in very 
early phases of life between children and parents, especially mothers. 
These research-based assumptions have been developed by Mahler c.s. 
(1975). 
Mahler c.s. regard the autistic phase as part of the normal 
development of a child. In the first few weeks after birth, a baby 
hardly directs its energy outwards, there is a "relative absence of 
cathexis of external (especially distance-perceptual) stimuli" 
(Mahler, op.cit. p.41). The baby is assumed to live, as it were, in an 
egg, a metaphor used by Freud (1911, p.232). It cries when it is 
hungry or because of tension caused by other needs, then falls asleep 
when the tension is relieved. The baby is unresponsive to outside 
stimuli, a protective stimulus barrier is functioning. Drawing on 
Ferenczi (1913), Mahler c.s. apply the term "normal autism" to the 
first weeks of life. The baby's job for this phase is to find a 
homeostatic balance with its environment. 
"Mothering" makes the baby realize, very vaguely in the beginning, 
that its needs are fulfilled by the outside world to a great extent. 
Freud (1912c) used the concept of primary narcissism to refer to the 
earliest phases of life. By this concept he meant that, with a young 
child, love of itself will precede its loving other people (Laplanche 
4 Pontalis, 1972, p.321). Mahler c.s. suggest differentiating between 
two phases in primary narcissism. During the first few weeks of a 
child's life, absolute primary narcissism prevails: the baby lives 
more or less secluded and is unaware of a "mothering agent" (Mahler, 
op.cit. p.42) which is external to himself. This is the phase of 
normal autism. Striving to a homeostatic balance, the new-born is 
unable to differentiate between this and the care of his mother, 
anymore than he is able to differentiate between his own tension-
-reducing activities such as urinating, belching, regurgitating and so 
forth, and his mother's care. The first distinction which the baby is 
able to make, is between pleasurable/good and painful/bad. 
From the autistic phase, the phase of the "conditional hallucinatory 
omnipotence" develops (ibid., italics added by Mahler). This is a 
"quasi coenesthetically acquired pattern" of a baby's perception of 
what is happening within and outside ("coenesthetically" from the 
Greek "koinos" = common, and "aisthanomai" = to perceive, to notice). 
In other words, the assumption is that the child experiences whatever 
it is perceiving, as if it were happening within a unity of feeling 
with the outside world, a dual unity with its mother, within one 
common boundary. As Mahler c.s. remark (ibid. p.44), this might be 
what Freud (1930) discussed with Romain Rolland as "the sense of 
boundlessness of the oceanic feeling". At this time, from the second 
month on, there is a "dim awareness of a need-satisfying object" 
(ibid. p.44). The autistic (egg)shell surrounding the baby and 
shielding it from external stimuli until then, begins to crack. To 
become capable of directing energy not only inward, to its own bodily 
functioning and wellbeing, but also outwards, means an enormous 
transition to the baby. It moves from the "eggshell" into the much 
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wider mother-child dual unity. It is assumed that this unity is 
perceived by the baby as a symbiosis. (In biology, symbiosis means a 
persistent unity of organisms which for their existence are 
interdependent. The baby is completely dependent upon this symbiotic 
relationship, it does not know yet how to differentiate between I and 
not-I. A mother's dependency upon her baby, on the other hand, is 
relative. In other words, the term "symbiosis" is used here metaphor-
ically because, in a biological sense, there is no "real" symbiosis). 
Within the dual unity, the baby's mother is providing a matrix which 
helps the baby to gradually differentiate between its perceptions, 
experienced with its whole body. The first visual image of its 
mother's face is the child's first significant perception to which it 
responds with the so-called social smile. At this moment the child has 
entered into the symbiotic phase, its need-satisfaction is experienced 
as provided for by an object, "albeit still from within the orbit of 
the omnipotent dual unity" (ibid. p.46). 
The autistic phase is objectless, the symbiotic phase is "preobjectal" 
(ibid. p.48): the mother is experienced as a part object; as 
"something" outside of the baby's inner experience but not yet as a 
separate person. Eventually, through its mother's loving care the 
child will begin to enjoy its own body and her's. This may be called 
the phase of secondary narcissism, a phase which continues on into 
nursery school age. 
According to Mahler (ibid. p.47), the concept of narcissism "remains 
rather obscure in both psychoanalytic theory and usage" unless 
sufficient emphasis is placed on the vicissitudes of the agressive 
drive. While the child is seeking pleasure in its body, its oral-
-sadistic pressures may come to pose a threat to its physical 
integrity. In a normal development, the child's protective systems 
such as the pain barrier, will be in operation. Obviously, Mahler is 
trying to give the concepts body and clear boundaries in ternis of both 
behavior and function. 
The normal autistic and symbiotic phases are prerequisite to the onset 
of the separation-individuation process. This process in fact involves 
two intertwined processes (ibid. p.63). Individuation refers to the 
development of autonomy, perception, memory, cognition, reality 
testing. Separation has to do with differentiation, distancing, 
boundary forniation and disengagement from mother. These processes are 
behaviorally perceptible in the back-and-forth movements between child 
and mother: mutally taking a distance and looking, alternated with 
approaching and nurturing; playing peekaboo; crawling away from mother 
alternating with coming back to her; mother's going away from, and 
returning to, her baby. In these back-and-forth movements the child's 
"equipment" as to locomotor and mental development seems to be 
important. One child is able to walk when it is nine months old, the 
other only at one year and a half. A child's mental maturity may be 
out of step with its locomotor functions, discrepancies may exist: 
some toddlers are able to walk away from their mothers, while they are 
yet insufficiently "individualized" to tolerate the separation; others 
are already becoming an individual but cannot yet walk. 
Berkouwer (op.cit. p.135) explains how disturbances may occur in the 
autistic, symbiotic and separation-individuation phases of a child's 
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life. He considers the most serious pathologies to be related to the 
autistic and symbiotic phases. Disorders in making contact, the 
ability to reach other people and to be reached by them, in 
experiencing that "the other person" really exists, may be related to 
the autistic phase. In case of such disorders, people in the patient's 
residential environment should provide a hold and an opportunity of 
being close. Their behavior should be transparent and they should use 
verbal language for naming and putting into words, whatever pertains 
to mutual relationships and feelings. 
In the case of Mrs. Droog, the interaction disorder may be 
conceived of as originating in damage which occurred during the 
autistic phase. She has identity problems and it is only very 
partially possible to make contact with her. 
If one takes this view of the disorder, then it is important for 
those who interact with Mrs. Droog to practise clarity. When 
talking to her they should use concrete words and names for the 
actual interaction and the reciprocal relationship. 
In such a relationship, a staff member might approach the patient, for 
example, by saying: "You are looking away from me now", when this is 
the case. He must refrain from saying more because, first of all, it 
must become clear whether the patient will have heard the message and 
affirms the approach. 
Disorders in respecting other people's boundaries may be related to 
the symbiotic phase. On the one hand, the patient has problems 
distancing himself from nurture and care and standing on his own two 
feet. He rebels against the experience of not existing within an 
integral unity with someone else, and against someone else's inability 
to look through him and wordlessly identify and satisfy his needs. He 
protests against independence, against having to exist separately from 
the other person. On the other hand, the patient feels hampered 
because his own space is not unbounded but restricted by other 
people's boundaries. He also protests against demands of taking 
account of other people. These disorders often show a lack of respect 
for boundaries between the self and the other. 
In the case of Mr. Meys, the interaction disorder may be seen as 
originating in damage which took place during the symbiotic 
phase. He has problems in coping with boundaries between himself 
and other people. On the one hand, he is in search, as it were, 
for a fusion into a total and mutual love with someone else. On 
the other hand, he wants to behave like a toddler who, standing 
on his own two feet and not willing to be restricted by others, 
states: "I want to do it myself" In addition, he has 
insufficient respect for other people's identities and 
boundaries and views them as merely existing to serve his needs. 
The staff take a confronting attitude. Mr Meys gets an answer 
to, and an explanation of, what he is doing. 
In a relationship like this, a staff member could not restrict himself 
to simply naming the relationship. He would also have to explain the 
connection between the patient's behavior and his own reaction to it: 
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"You want us to talk, but if my answer does not suit you, then you 
turn away from me and stop the conversation. This way, conversation is 
impossible". 
If the staff do not, or insuffiently, map out the interaction disorder 
(figure 2, list 5), there will be planning defects. This may happen if 
staff members do not notice a patient's contact abuse and only have an 
eye for contact gaps. A patient who leaves no room to others will feel 
a lack of boundaries when his behavior is merely named and pointed out 
to him. He will continue to encroach upon the boundaries of other 
people. If on the other hand, one tries to set limits to a patient who 
cannot be reached, then the planning will go wrong too. It is 
impossible to confront someone who denies being "at home for callers". 
In the cases of Mrs. Droog and Mr. Meys illustrated above, the 
behavior of staff members corresponds to Berkouwer's (op.cit.) 
description of the residential environment which may either foster 
growth, or else will fail and behave repetitively. 
The dichotomous division with regard to differences in role-conflicts 
The interaction disorders and their implications may, as has already 
been noted in chapter II.1, be related to sociological views on roles, 
role-sets and role-conflicts The patient projects his contradictory 
expectations onto the staff members whom he associates with. Even 
where he has little or no success in making contact with other people, 
he does seek a relationship to the people in his environment. He seeks 
contact and simultaneously rejects it. The staff members notice that 
the patient is expecting something from them which he denies at the 
same time, namely, that they should and should not enter into contact 
with him. Such behavior will evoke feelings of insecurity. The staff 
members have to consider whether they should risk rejection by the 
patient and its corresponding frustration. They may also choose to 
avoid the risk by ignoring the patient's desire for contact and, in 
doing so, rejecting him themselves. Such behavior runs contrary to 
what they see as their most important task. Their feelings of 
insecurity may result in the experience that, no matter what one does, 
it will be wrong. An experience like this may be seen as an "intra-
sender" role-conflict, also referred to as a "double bind" situation. 
If a patient is inclined to abuse contacts, then he often expresses 
different contradictory expectations. Staff members who associate with 
him will have to deal with his mixed desires for being cared for and 
independence; for structure and room for exploration; for being held 
and being let go. In the condition of contact abuse, people may also 
experience that, no matter what they do, it will be wrong and they may 
get involved in "intra-sender" role-conflicts. In chapter IV.3 it has 
been illustrated that a patient who is capable of some contact with 
some people, often induces them into "inter-sender" role-conflicts, 
also called loyalty conflicts. He evokes expectations in other persons 
which are at odds with what other people expect from them. 
The dichotomous division and the exploration of treatment stagnation 
Within the present study, the way treatment teams view treatment 
stagnation may to some extent be related to the way in which they 
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react to the stagnation. This relationship has been discussed in 
chapter IV along with the relevant findings. ΙΓ the treatment team 
view the stagnation as a problem which it has to solve itself, then 
this is exclusively a matter of "contact abuse" (see figure 2, list 
2). If the stagnation is viewed as being an interaction disorder 
between the patient and the team, then team will not propose placement 
in intensive care. The team will take the patient along to staff 
consultations when it is believed that the interaction problems are 
mainly caused by himself. 
The verbatim reports on staff discussions show that the staff members 
will usually map out the treatment stagnation adequately (see figure 
2, list 5). This appears to be done most successfully when outsiders 
conduct an in-depth exploration of the problem, by continuing to ask 
questions from the treatment team until the interaction problems have 
been made visible in clear detail. Group leaders in particular appear 
to know much more about patients than they are used to put into words 
or write down spontaneously. This is why, provided pertinent questions 
are asked, stagnations can usually be thoroughly explored in staff 
discussions. When the asking of questions is deficient or virtually 
omitted, resulting in a lack of clarification, it is more often a 
matter of contact abuse than of no contact, as far as the present 
study is concerned (figure 2, list 5). This might be explained by the 
fact that in conditions of "no contact" not only the team members 
generally give a clear sketch of their interaction problems, but staff 
members who do not belong to the team also tend to explore the problem 
more actively in the condition of "no contact" than of "contact abuse" 
(chapter IV.3). This combination of factors may, in the condition of 
"no contact", contribute to a relatively clear picture — in the 
discussion and its report — of the interaction problem and the 
repetition which it involves. In the condition of "no contact" it 
cannot easily happen that the intended clarity fails to materialize. 
The dichotomous division and the function of interaction repetition 
for the patient and the staff members 
The dichotomous division in the treatment stagnation and the way it is 
experienced by staff members may be related to each other. The 
different experiences correspond to differences in meanings which the 
teams and the staff attach to the stagnation, that is to say whether 
it is seen as a problem of "no contact" or of "contact abuse". Staff 
members often appear to react to the two categories of interactional 
problems differently on the basis of different experiences, without 
being aware of the difference. In other words, the interaction 
repetition functions differently in conditions. Generally speaking, it 
generates either a feeling of being rejected or a feeling of being 
exploited to exhaustion in the staff members. (With respect to the 
latter feeling, an ex-staff member used the striking expression 
"affect gorgers" to refer to some of these patients). 
This difference can be conceived of as being based on different forms 
of transference and projection. In the condition of "no contact", the 
patient suffering from an "autistic" disorder expresses that, as far 
as he is concerned, the group leader more or less does not exist. The 
patient with a "symbiotic" disorder abuses the contact with his group 
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leader by making him totally subordinate to his own wishes. 
The projections lead to differences in the complementary and 
concordant identifications; variously formulated: to differences in 
countertransference. If a patient rejects the contact with the staff 
members in his environment, they feel rejected and their intention of 
approaching the patient is frustrated. This can be viewed as 
complementary identification: identification with the patient's 
significant figure of reference who is being rejected by him. Staff 
members feel the tendency to reject the patient in turn, a tendency 
which does not fit in with what they see as being their task, and 
which generates an "intra-sender" role-conflict, an experience of 
"double bind". If the patient abuses the contact with staff members in 
his environment then they, depending upon the patient's projection 
towards each of them, get involved in complementary or concordant 
identifications with the patient. They get enmeshed in "intra-sender" 
as well as in "inter-sender" role-conflicts, loyalty conflicts. 
The interaction disorders, including their differing forms, constitute 
a repetition of the reactions which a patient is continually able to 
evoke in his environment. 
The dichotomous division and planning 
The treatment team's view of the stagnation, on the one hand, and 
treatment planning, on the other, are related. Staff planning for the 
"no contact" category takes a different course than planning for the 
category of "contact abuse". Staff members often intuitively discover 
alternative reactions which can break through the interaction 
repetition, although they are unaware of the dual nature of the 
contact problems and their corresponding reactions. When it comes to 
communicating with a patient, an often used alternative for "no 
contact" is making contact in an extremely basal manner, by wording, 
naming and stating. An alternative often used for "contact abuse" is 
confronting the patient with the existence of a boundary between him 
and the other person and with its conseguences. 
If the patient does not permit contact to occur, then the staff often 
finds a way of approaching him which consists primarily of exploring 
where he "may be found". By means of talking, naming and putting into 
words, staff members search for an approach which is at once active 
and reserved: active, in the incessant attempts at "locating" the 
patient; reserved, in waiting to see if he is found to be "at home". 
The clinic is generally inclined to confrontation. The tendency is 
sometimes there to force contact. In dealing with a patient who has 
problems in making contact, who has insufficient contact with himself 
as an individual, i.e. who has not completely come out of his eggshell 
(to use Freud's and Mahler's metaphor), a staff member will not 
succeed very well in getting into contact with him, let alone be able 
to pursue a goal together with him. Or as the psychiatrist director 
once put it concisely: "You cannot be together as long as there are 
not yet two of you". 
In the case of contact abuse the staff uses the approach which the 
patient agrees to and which he too is looking for, in order to find a 
link with whatever personal traits he is still rejecting: his 
developmental defects, his discomfort, his vulnerability. The staff 
takes a confronting attitude and says: "This is also part of you". In 
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the case of contact abuse, the staff members' behavior towards the 
patient is expressing less of a waiting attitude and more of an 
expectant one. 
There are transitional forms of regulating the approach, which indeed 
are necessary. Not seldom, a patient shows his being emotionally 
affected in spite of difficulties of getting into contact with him. He 
may blush or smile for a moment or suddenly his eyes may become 
tearful. When asked, he does not say anything about it. He has not 
completely succeeded in staying "out of range", but the staff members 
have not completely succeeded in "finding" him either. Sometimes, a 
patient's verbalizations do not correspond with what he expresses 
non-verbally. In such a case a staff member often experiences some 
sort of non-verbal contact with the patient. This contact is not as 
extensive as in the case of a patient fulminating that he has been 
upset and wants to be left alone, but broader than in the case of a 
patient keeping the people around him completely in the dark as to 
whether he has been reached and affected. The staff tries to modulate 
its approach to the extent to which a patient is able to make contact 
at any given moment. 
In the case of stagnation, re-distancing is called for, whether the 
problem is one of "no contact" or of "contact abuse". The staff 
members take a distance from their daily interaction with the patient 
and their experiences, in order to quietly reconsider whether they are 
able to change some interaction aspect. Such a change might make the 
patient feel invited to try out something new. If the patient does not 
permit contact to occur then the advice for distancing given to the 
treatment team may take the color of: "Do not take it to heart that he 
is rejecting you. Take some distance froni him, until you will at least 
not be angry with him anymore". If the issue is one of contact abuse, 
it may be arranged, for instance, that the staff member who has gotten 
entangled with the patient and who has lost the ability to take a 
distance, temporarily retreats, leaving the intercourse with the 
patient to the very colleagues whom up till now the patient kept at a 
distance. 
It is not amazing in itself that staff members are unaware of the 
dichotomous division while apparently capable of accurately handling 
it. An obvious explanation is that treatment concerns mainly very 
basic tasks of making human contact, similar to contacts between 
children and parents or parental figures, and which are intuitively 
adapted to the child's developmental phase. People usually relate to 
each other intuitively. Racker (op.cit. p.144), by theoretically 
elaborating on how people identify with each other's experiences also 
on the level of their "Es" or "Id", has plausibly explained how, in 
general, people often succeed in making mutually relevant contacts, 
intuitively and without reasoning. 
The relativity of the dichotomous division 
It may be useful to point out once again that in the dichotomous 
division no diagnostics of the patients' disorders are given. The 
findings of the present study do not justify a dichotomous 
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classification of the patients according to the nature of the 
pathology. With regard to the distinction, a reservation is warranted 
in practice. This is because problems as related to the two categories 
of interaction disorders are by no means dispensed with, with respect 
to the field of official differential diagnostics. In the literature 
(Frosch, 1983; Feinsilver, 19Θ4; Searles, 1984), the phenomena of "no 
contact" often seem to be related to the "borderline personality 
disorder" (BPD). However, Pope, Jonas, Hudson, Cohen 4 Gunderson 
(1983, p.23), who have investigated the broad category of "personality 
disorders", had to conclude that "BPD could not be distinguished on 
any of the indices (of the DSM-III, JF) from histrionic and antisocial 
personality disorders". In residential settings, practitioners 
everywhere invariably work with diverse rough classifications, but, as 
of yet, no scientific and sharp distinction can be made between, for 
instance, the two categories discussed in this study. As fas as the 
staff's treatment planning is concerned, mixed forms of it are of 
frequent occurrence, regarding the dichotomous division. Viewed in 
relation to Mahler's findings, this may easily be understood. A child 
who, in relating to its parents, has been unable to sufficiently 
develop its identity and its potential for making contact, will almost 
surely have suffered some damage inflicted to its potential for give 
and take in an established contact, and vice versa. 
The clinic is not concerned with children who are still going through 
the autistic and symbiotic phases of life. The patients are adults, 
having grown up with damage inflicted to their personalities. This 
damage has contributed to a certain mental crookedness with occasional 
large gaps and defects. Coping mechanisms have developed along with 
skills to compensate for the defects, albeit, in Baan's metaphoric 
expression, often as an ugly scab on an unhealed wound. Warren (1966) 
has repeatedly argued that the development of interpersonal maturity, 
the ability to adequately relate to others, should be seen as a 
continuum in terms of achieving a normal and adequate level of 
functioning. The normal level does not imply the absence of 
vacillations. In other words, people may sometimes function above 
their habitual level as well as below it. The Mahler (1975) and 
Berkouwer (1981) classification used in the present study is based on 
a working hypothesis of a relationship between developmental phases of 
children and subsequent interaction disorders. Even if this hypothesis 
accepted, the fact is still that the patients in the clinic are beyond 
these phases. Harty (1979, p.118) and Berkouwer (op.cit. p.130) warn 
that early patterns of contact will have been overgrown by later 
developments. Therefore, drawing too speedy conclusions about 
interaction repetition cannot be justified. "It is all too easy to 
Dbserve the parallels (...) and to draw a conclusion (Harty, ibid.). 
It is a matter of a dichotomy in the staff's problem formulation 
rather than a dichotomy of pathology. In the clinic, the assumption is 
that the patients' potential to make and keep contact with other 
people has been damaged early in life. It is rather plausible that on 
some occasions a problem of "no contact" is prominent while on other 
occasions it is the exploiting of a fragile contact. The patients 
involved are grown-ups or almost so and have a certain amount of 
experience in life. In certain situations, or once in a while, they 
are capable of making adequate and symmetrical contacts with other 
adults. 
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V.1.3. The didactics of the interaction repetition 
A finding common to the treatment processes investigated is that many 
statements of planning — to be seen as an attempt to break through 
the interaction repetition — are made by a small number of psycho-
therapeutically experienced staff members. How may this finding be 
understood7 
In reflection upon the findings of the present study, three aspects 
are worth discussing, all of them concerning the people involved 
(Clark, 1972, p.26): the task, the organization and the technology. 
1. Concerning the task: what are being dealt with are manifestations 
of serious pathology resulting in interaction problems which lead 
to complicated combinations of attributed roles ("role-sets"), 
distributions of roles among the staff and role-conflicts. 
2. Concerning the organization: it is important that the complex 
lattice structure of the clinic should remain transparent, also in 
relation to the various roles. 
3. Concerning the technology: the transparency of the organization 
demands that the concepts and techniques utilized should be based 
on a value system which is extremely pragmatic and concrete. 
The triad 1) serious pathology, 2) a complex organizational structure 
and, 3) a mixture of diverse therapeutic conceptions, requires 
didactic facilities which provide education to all staff members in 
dealing with this triad, without continually getting side-tracked. If 
didactic provisions are insufficient then most staff members will 
remain more dependent upon their therapeutically more educated 
colleagues than the clinic intends them to be. The staff would 
maintain unintended hierarchical differences without even noticing 
them. 
Ad 1. Staff members undergo strong emotions in their work, which are 
related to the serious pathology of the patients. The function of 
these experiences receives comparatively little attention. 
In addition, it is to be noted in the discussion reports that staff 
members tend to answer questions posed by their therapeutically more 
educated colleagues and to accept their suggestions, without 
critically looking into the origins of such questions and suggestions. 
Experienced staff members may often restrict themselves mainly to 
asking "testing" questions without explaining them. Group leaders in 
particular may feel then as though they were being heard by a teacher, 
and limit themselves to giving answers. They do not ask for 
explanations which, besides, are not volunteered by their better 
educated and more experienced colleagues, presumably because it does 
not occur to them that some people may be unable to understand the 
discussion and participate in it. In this way, a meeting may be 
stripped of its consultative character, looking more like a classroom 
in which teacher knows best and the children listen. 
The finding that, during staff discussions, many staff members are 
more dependent upon a few well-educated and experienced colleagues 
than the clinic intends them to be, may be explained by pointing to 
insufficient attention to, and education in, the fundamental meanings 
and functions of staff members' experiences. Anyway, affective 
experiences are definitely an important feature of the clinic. This is 
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based on yet two more sets of data, outside the scope of this study. 
1) Outsiders have often observed that, in its publications and 
otherwise, the clinic presents itself as more rational and 
"streamlined" than as reflected in its palpable emotional climate. 
This rational presentation does not only apply to the staff but 
also to patients, as when, for example, they talk with an official 
committee or a journalist. 
2) Generally, former patients and staff members continue feeling 
emotionally attached to the clinic for years on end, positively or 
negatively. 
The staff's disregard for particularly the affective experiences of 
staff members may also explain why staff members are hardly capable of 
discussing treatment planning in any other way than anecdotically or 
in general terms. This phenomenon has also led to the present study. 
Ad 2. Concerning the organizational structure: the lattice structure 
cannot be maximally used unless sufficient attention is paid to 
filling up the didactic gaps which have been signalized in the present 
study. The hierarchic differences will continue to exist and to remain 
unaddressed, although they are considered to be dysfunctional and are 
occasionally grumbled over on the "promenade deck". 
Ad 3. Concerning the technology, i.e. the system of therapeutic 
concepts and values: there is a body of knowledge in the clinic, which 
is based on over thirty years of collective experience. Staff members 
learn from each other by relating their own experiences to others', 
and vice versa. The experiences gained are used and adapted to new 
situations. Whenever staff members remind each other of a problem 
solution in an analogous previous situation, as is common, they 
actually engage in a kind of problem classification, low profiled 
though it may be. The way in which the staff converts its experiences 
into practice, provides a plausible explanation for finding a common 
frame in the present study and common patterns which can be 
dichotomously represented. Most of the clinic's experiential 
knowledge, however, has not been systematized. 
An important finding is that the value system and the specialized 
concepts and techniques utilized have hardly been made explicit. The 
values and concepts which have been discussed in chapter I play a 
prominent role in treatment but often seem to be snowed under by an 
unbelievable amount of detail in each treatment process. In the 
discussion reports studied, these values and the concepts and 
techniques based upon them are seldom made explicit and occur usually 
in a pragmatic and concrete shape. To many staff members it is 
difficult to discern the main outlines of concepts and techniques, 
considering the usual course of staff discussions. The almost 
exclusive attention forthe treatment of each individual patient and 
the function of his repetitive behavior, often hampers both the 
researcher and the treatment staff from acquiring insight into what 
might be the main conceptual features of treatment. Presumably, the 
same applies to maintain a comprehensive view of them. The clinic, 
directed towards the treatment of a number of individual patients, 
suffers from a continuous divergence of views due to the presence of 
different conceptual frameworks which staff members have acquired 
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during their education. Some degree of convergence might be attained 
if the various vicissitudes of patients would be more systematically 
linked to the staff members' experiences. 
Of course, the clinic cannot and may not abandon its attention to the 
treatment of individual patients. The main conceptual outlines must 
always be supplemented by special and concrete details when it comes 
to individual application. At the same time these outlines, which 
after all have appeared to be perceptible, may sometimes be easily 
obscured by the indispensable details. 
However, the positions and tasks of many staff members within the 
lattice structure may become considerably more transparent if, every 
once in a while, the staff would provide itself with the time required 
to profile and discuss certain general outlines as they emerge from 
individual cases. The need for looking into the patient's behavior and 
its meaning, as well as into the staff's reaction, and last but not 
least into the interaction between the two of them, conies to mind in 
connection with such outlines. The concepts of approach and distance, 
of "no contact" and "contact abuse" and the associated complementary 
and concordant identifications and role-conflicts caused by them, may 
be of use in this respect. Such broad outlines may serve as beacons 
for individual treatment processes, by which staff members can orient 
themselves. The better staff members are able to orient themselves by 
general outlines for treatment, the more they will be capable of 
contributing to treatment processes on a level of equality. The 
utility of the intended lattice structure would be enhanced, thanks to 
the very differences in professional education. 
M.2. The function of an interpretative research method 
The method used in this study corresponds to a great extent to a 
method for interpretative research which has been described by Glaser 
& Strauss (1967), Glaser (1978) and Wester (1984), and named "grounded 
theory". The important elements of this method are (Glaser & Strauss 
1967, p.35-43; Glaser 1978, p.37-39): 
- data-collecting jointly with generating theory by comparative 
analysis; 
- analyzing the data in the light of developing theory; 
- theoretically reflecting on the collected data and the analysis; 
deducing hypotheses from this reflection, which should serve as 
conceptual guides for further data-sampling; on-going analysis of 
data and reflections; 
- inductively constructing theory which is grounded in the continued 
advance and refinement in data analysis. 
Glaser (1978) has described and filled the gaps in the original 
presentation of the method (1967) in a later study. Wester has worked 
out the method into a strategy which lends itself to application. 
According to Glaser & Strauss (op.cit. p.3), the investigator starts 
of with a few general insights into the phenomenon to be studied, 
which initially give him a direction. Such insights, although general, 
presuppose a "prior theory" (Wester op.cit. p.177); in other words, 
184 
reality is not a tabula rasa to the investigator. He has some 
theoretical direction, some perspective on reality. 
In the present study, the perspective is comprised of the treatment 
views of the clinic (chapter I) , and of views originating predomin-
antly from psychoanalysis with regard to interaction and inter-
action repetition (chapter II). 
In the course of the research process, the investigator adapts his 
general views to the situation as it is in the field of research 
(Wester, op.cit. p.170). Perhaps it is preferable to say: the 
investigator describes the field of research in terms of his prior 
general insights which are becoming more concrete and precise by his 
doing so. The expression "adapt" might lead to the suspicion of 
rearanging the insights to fit the data, but this would be incorrect. 
It is true that the researcher bases himself on the data but, 
simultaneously, he is developing insights into their significance. In 
other words, there is an exchange between the investigator's 
perception of the data and his developing views on them. In this 
two-way traffic the one is not made subordinate to the other. 
The concept of interaction has been a "core category" (Glaser, op.cit. 
p.94) from the very beginning of this study. The actual content of 
this concept is realized in processes which take place between an 
individual patient and staff members. By looking at these real 
interactions, something typical of the staff's working manner could be 
uncovered: the interaction often receives only partial attention. More 
precisely, the staff's experiences and the resulting reactions receive 
less attention than the patient's. In addition, by applying a 
dichotomous division to the interactions, it became possible to make a 
distinction in the concept of interaction: interaction under the 
conditions of "no contact" as well as "contact abuse". 
V.2.1. The concept of contact 
With regard to the dichotomous division of "no contact" and "contact 
abuse", it is desirable to touch on the concept of contact. This 
concept has been qualified by Rumke (1953) and others as being 
unclear, even though Rumke was preeminently one of those who tried to 
describe it (see note 15). 
From the context of Rumke's (1967, p.119) discussion, it is evident 
that he views contact — which he specifies as being affective contact 
as synonymous with empathy and sympathy: functions of the 
personality. Vulnerable functions, because "a cold, a light flu, 
sometimes nothing more than slight fatigue, may be sufficient to 
obscure the very aspects of person-to-person contact and destroy the 
very feelings of communication, which impart value to the encounter". 
Rumke asserts that all human contact involves mutuality, a "to and 
fro". Metaphorically speaking, people transmit "signals" to other 
people who receive and interpret them, to and fro (see also Mead's 
views, discussed in chapter III.l). According to Rumke (ibid.), 
contact disturbances occur when a signal contains insufficient or 
false information or when the person receiving the signal processes 
its information insufficiently or incorrectly. Defects in the 
transference of information, in other words contact disturbances, are 
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part of normal human intercourse. Seeing that human contact pre­
supposes at least two persons, contact disturbances also involve by 
definition at least two persons. 
Rumke (ibid. p.176) speaks of pathological contact disorders as being 
those internal or external contact disturbances which are hard to 
correct, are persistent, and especially those which occupy an 
important place in someone's personality. 
Blumer (op.cit. p.117) believes that people develop concepts for what 
they assume is existing, on the basis of their experience. Something 
is known to have certain features, but (as yet) people do not exactly 
know what the thing is; for example, movement, energy, electricity, 
gene (ibid. p.119). In illustration, Blumer calls attention to the 
inability of mediaeval philosophers to view movement separately from 
the moving object. Galileo (1564-1642) was among the first 
philosophers to conceptualize movement in abstract terms. Conceptual­
izing allowed for the study of the phenomenon of movement which, among 
other developments, led to the formulation of the laws of gravity by 
Newton (1642-1727). Something similar happened with the concept of 
electricity (Krans, Rutgers & Rekveld, 1964, p.170). It was known from 
antiquity that amber (in Greek: electron), after being rubbed, 
attracted light objects. William Gilbert (1540-1603) established that 
other substances when rubbed would get into an "amber-like" state 
which he called "electric". Once electricity had been conceptualized, 
investigations in the phenomenon became possible. An endemic tropical 
disease with a characteristic course was called malaria (derived from 
"bad air"), because its relation to the presence of marsh gas was 
surmised. It was not known that parasites carried by mosquitos caused 
the disease. This could not be discovered unless by studying the 
specific syndrome as such, after it had been phenomenologically 
described. 
Blumer (ibid.) discusses how a concept encompasses a certain content 
of an experience, even if the content is (still) rather vague and not 
precisely circumscribed. By abstraction of the contents of an 
experience into a concept, they are made accessible to investigation. 
Additionally, abstraction allows for relating the contents of the 
concept to experiences of other people. 
The use of concepts which are accepted in general but scientifically 
(still) insufficiently conceptualized and delineated, is also rather 
common in general and mental health care. The views regarding the 
concept of psychopathy (see chapter I) are illustrative. As 
Ketelaar-van lerssel (1982, p.165) has noted, there is indeed nobody 
who knows exactly what is meant by such an inadequately delineated 
concept as for instance psychopathy, or contact, but one can hardly do 
without them when it comes to designating and classifying experiences. 
Grounded in mutually recognized experiences, the concept acquires a 
sufficiently shared meaning to allow for its operational use. This is 
what usually happens. 
Something similar to what Blumer (ibid.) and Ketelaar-van lerssel 
(ibid.) remarked about unclear concepts, could be applicable to the 
concept of contact and to the actual distinction made by the staff 
members in the clinic, between the constructed concepts of "no 
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contact" and "contact abuse". The use of the concept of contact is 
very common in the clinic. Staff members discuss whether they have 
contact with a certain patient already, and if so, how a patient copes 
with it. Sometimes, supplementary information may be asked, or a 
concrete illustration of the contact, or an explanation "in terms of 
behavior and function" (see Ullmann, op.cit.). More often than not, 
however, it is considered superfluous to elicit such information. 
In the present study, the concept of contact has been used mainly with 
respect to contact disorders which are hard to correct, are 
persistent, and occupy an important place in someone's personality: 
pathological contact disorders. The concepts of "no contact" and 
"contact abuse", although too general and lacking distinctness, allow 
for the description of two patterns of perception in which the clinic 
staff seem to view pathological contact disorders. 
It must be granted that the concept of contact is not completely 
satisfactory; moreover, it is precarious to accord it a central place 
within a scientific and empirical framework. Findings cited in the 
literature (see note 15) reveal that it is still difficult to 
delineate. Nonetheless, it is virtually impossible to describe the 
empirical phenomena of the present study without elaborations of the 
concept of contact such as "no contact" and "contact abuse". In the 
present study, I have chosen for Rumke's definition (see p.13 before) 
because I think it is still one of the best and because of the 
clinic's relationship with Rumke's ideas. 
Although some general content has been added to the concept of 
contact, Rumke's (1953) and others' attempts at delineation have not 
essentially been improved upon in the present study. Only much 
theoretical as well as empirical research might eventually contribute 
to a more adequate conceptualization. Besides, it cannot be ruled out 
that a different concept might be constructed and delineated in 
future, which might then serve as a more passable abstraction of what 
people experience in their mutual emotional involvement. It would make 
the current concept of contact obsolete, analogous to the fact that 
the concept of electricity is no longer seen as an abstraction of the 
qualities of amber, nor the concept of malaria as an abstraction of a 
disease caused by marsh gas. 
V.2.2. A four-phase strategy for interpretative research 
Wester (op.cit. p.179) considers the relationship between the 
researcher's general insights and the theory to be developed from them 
as being insufficiently worked out by Glaser 4 Strauss. Consequently, 
he developed a four-phase strategy for interpretative research. These 
four phases may also be recognized in the present study. 
The exploration phase 
Phase I is concerned with exploration (Wester, op.cit. p.201-201). 
This is based "on a general sociological perspective" or on general 
theroretical notions of the researcher, who tries to approach a 
certain phenomenon as broadly and openly as possible, with the purpose 
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of getting to know it. The researcher reflects on the phenomenon and 
puts down in writing everything he thinks is relevant to it. His line 
of approach is determined by such questions as: what is happening 
here, whath basic process is taking place, what central phenomenon is 
engaging the attention of the people involved9 In this phase the 
research is guided by sensitizing concepts culled from "prior theory" 
and from the first analysis and reflection. 
In the study at hand, "treatment plan" and "interaction repetition" 
have functioned as "sensitizing" concepts from the beginning. They had 
their origins in a certain a prion perspective, i.e. the researcher's 
"prior theory" as has been described in resp. chapters I and II. From 
the earliest analyses and reflections on, interaction repetition could 
apparently be viewed as a basic social process in treatment. Treatment 
plans, on the other hand, if conceived of as well-defined sets of 
treatment indications and resolutions, hardly seem to exist in the 
clinic. 
The specification phase 
The second phase is concerned with specification (Wester, op.cit. 
p.203-207). In this phase, the theoretical reflections are 
purposefully used for specified further data-sampling. 
During the specification phase of the present study, the data-
-collecting was geared towards the interaction repetition on three 
different moments within each of the 30 treatment processes. 
Reflection on the data about interaction repetition and on the 
analyses of these data led to the discovery that "planning" occurs 
everywhere and everyday, even if in fact, "treatment plans" hardly 
exist but. Dynamic processes and, within these dynamics, a certain 
basic social process, came into view: planning may fail because of 
interaction repetition which, in its turn, may be broken through by 
adjustment in planning. From the specification phase could be 
concluded that the concept of repetition is better linked with the 
dynamic verb form "planning" than the static noun "plan". 
The reduction phase 
The third phase is concerned with the reduction (Wester, op.cit. 
p.207-210). One theme or process appears to be central. In this phase 
it is necessary to analyse all raw data again. In this analysis the 
researcher asks himself the following questions: 
- which conceptual connections can be made between the data7 
- which concepts can be related to each other7 
There are three criteria which apply to the answers to these 
questions: 
1) the relevance of a concept with respect to the purpose of the 
analysis: clarification of the basic social process. 
2) the operation of a concept: the extent to which it can be related 
to other concepts. 
3) the saturation of a concept: the extent to which it has a bearing 
on the important aspects of the phenomenon under investigation. In 
other words, to what degree does a concept "capture" the 
phenomenon, and to what extent may corresponding phenomena be 
classified by means of this concept without its having to be 
changed. 
1B8 
When a core concept or core process begins to stand out, it must then 
have the power to reflect the structure of relationships between the 
concepts, on the one hand and the conditions under which these 
concepts operate, on the other (Wester, op.cit. p.209). 
In the present study, further reflection on the data brought the 
possibility of a dichotomous division of the interaction repetition 
into view. The dichotomous division refers to a constructed conceptual 
connection between the data. 
In the reduction phase, however, it is possible that the core concept 
- which reduces the complex picture of the field of investigation to 
one central theme or process — remains hidden "behind" the concepts. 
The investigator then has to search further and look anew at all raw 
data (Wester, ibid.). 
The meaning and function of the affective aspects of interaction 
repetition, which are crucial to the concept of countertransference, 
did not come into view until in a late phase of the present study. The 
relationships between the concepts which had been found until then, 
appeared to provide insufficient insight. Thereby, continued analysis 
of, and reflection on, the data and the analyses were indicated until 
this meaning and function became visible. With the meaning and 
function of the affective aspects of the interaction repetition on the 
horizon, it became possible to relate the constructed concepts, with 
regard to: 
- the dichotomous division of "no contact" and "contact abuse" in the 
interaction repetition; 
- countertransference as an affective experience. 
In other words, the concepts of "no contact" and "contact abuse" and 
their relationship to the concept of countertransference were not 
speculatively posited beforehand; they were empirically constructed, 
and abstracted from observed phenomena. It appeared to be possible to 
relate the concepts of "no contact" and "contact abuse" to the concept 
of countertransference, in a renewed analysis of the raw data. These 
concepts could also be related to the behavior of the staff. 
To check such analyses, Wester (op.cit. p.210) advises to determine 
what is the most salient problem for the people involved, and how they 
discuss it. As to such a check in the present study, observations made 
over a long period of time produced the regularly heard complaint of 
group leaders that their experiences often did not count enough in the 
clinic. 
The integration phase 
Phase 4 concerns the integration (Wester op.cit. p.210-213) which 
means formulating relationships on a theoretical level and checking 
their correctness with respect to the data. Glaser (op.cit. p.123) 
takes the view that the social organization of the world is 
integrated, and that it is "the job of the grounded theorist" to 
discover this integration and provide it with a cohesive theoretical 
framework. 
In the present study, this leads to a certain insight into treatment 
plans conceived of as interaction processes. This insight is grounded 
in the available data on the 30 interaction processes investigated, 
but is not to be identified with the data. 
According to Wester (ibid.), there are two strategies for developing 
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the intended theory: 
- relating the data to the extant literature on the field of inquiry; 
- testing the relationships which were found, in cases which are 
maximally different from the cases investigated. 
In the present study, it appeared possible to relate the findings to 
research data on developmental phases of the young child — a line of 
approach apparently used by the clinic but not conceptualized by the 
staff. In addition, the research findings may be mutually compared 
with regard to contrasting aspects: interaction repetition versus 
planning; interactional phenomena in conditions of "no contact" versus 
"contract abuse"; attention or no attention to the experiences of the 
staff members; attention or no attention to the function of inter-
action repetition; and so forth. 
Summary of the conceptual development 
The development of the theoretical set of concepts may be summarized 
as follows. 
1. In treatment in the clinic, phenomena of interaction repetition are 
continually occurring. 
2. In the clinic there are hardly any treatment plans. However, there 
are frequent small units of planning based on information from 
staff members and on hypotheses tested in the interaction with the 
patient. 
3. A dichotomous designation of a treatment team's perception of the 
interaction disorder is possible: "no contact" or "contact abuse". 
4. Interaction repetition may be conceived of as either complementary 
or concordant identification and sometimes both. The teams identify 
with, and behave like, a rejected object relation of a patient, and 
they identify with a patient in so far as he splits the "good 
other" from the "bad other" (Rinsley, op. cit.). 
5. A connection may be made between the dichotomous division (3) and 
the identifications (4). 
6. The meaning of these identifications is often undervalued. 
V.2.3. An appraisal of the checks in this study 
An appraisal of the checks will be discussed along the lines of the 
categorization referred to earlier: 
1. internal checks 
2. self-checking and checking by others 
3. checking by the research subjects and the co-researchers 
4. checking by outside qualified researchers. 
1. Internal checks 
All synopses and all interview reports were sent to the staff menibers 
concerned, with the intention of having them check whether their 
perspective had been reflected correctly. It could be deduced that 
especially members of the treatment team had read the papers 
carefully, because their critical comments on the contents were mainly 
about details rather than on broad outlines. 
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Now, a well arranged synopsis has a convincing character, certainly 
for staff members who have somewhat gotten off the track with a 
patient and, in a case of treatment stagnation, have less of an 
overall picture of the situation than they normally do. In such a 
case, much critical comment on a synopsis should not perhaps be 
expected. This is why the synopses were also sent to staff members 
who, on account of their positions, were more capable of surveying 
treatment processes and the clinic as a whole; amongst them were the 
directors and the staff psychotherapists. They could be considered as 
capable of critically reading the synopses. Generally, twenty to 
thirty staff members qualified for receiving a copy. Alterations and 
corrections were made whenever desired, until a consensus about the 
text of the distributed copies was reached between the investigator 
and all staff members concerned. 
However, only those reports which had been checked and authorized by 
the staff — not the previous versions — were preserved. Especially 
at the beginning of the study I have placed more emphasis on providing 
myself with validated data like synopses and interview reports, than 
on providing insight into checking operations and procedures. No 
protocols of discussions aimed at attaining consensus were made. In 
other words, internal checks were provided but were not themselves 
made verifiable. 
2. Self-checking and checking by others 
The thought processes involved in making the 240 vignets have only 
been recorded briefly, rather than written out extensively as should 
have been the case according to the research method chosen. The reason 
for this is simple. I only became acquainted with the relevant 
methodological guidelines after the construction of the vignets. 
However, the derivation of the vignets from the raw data had taken 
place very directly, and without any complications. Consequently, 
reproduction of the thought processes involved appeared to be possible 
without any trouble. 
Of this, the appendices XXIIa/b and XXIIIa/b may be seen as relevant 
illustrations. The derivations themselves are explicit and checkable 
and, in a number of other cases, have actually been made explicit and 
checked. The guideline consciously used for the construction of the 
vignets, as well as for all research activities, has been to be 
continually aware of staff members and outsiders looking at what I was 
doing, and having the right to do so. 
3. Checking by the research subjects and the co-researchers 
As stated previously, certain staff members received the vignets, as 
did the co-researchers. The staff members had access to the original 
sources used for constructing the vignets; the co-researchers were 
given access to any part of the data they wanted to see. These staff 
members and co-researchers randomly checked a number of the vignets 
constructed. Comprehensive checking by these persons was actually 
impossible, in view of priorities in their work-load. In practice, 
such complete checking is generally precluded by the enormous 
investment in time called for; this will be elaborated upon presently. 
Consequently, I had to resign myself to adhering to the principle of 
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making and keeping all data verifiable, combined with the random 
checks. 
4. Checking by qualified researchers from outside 
Why is the checking external researcher — so common and so well-known 
not mentioned in discourses on qualitative and interpretative 
methods'' (See Glaser i Strauss, 1967; Glaser, 1978; Wester, 1984). I 
have been unable to find interpretative research studies in which the 
issue of external checking has been satisfactorily discussed, or at 
least more satisfactorily than has been the case until now. 
From discussions with other researchers, I concluded that Wester's 
(op.cit. p.67) conception of "internal and external checks" sometimes 
leads to misunderstandings. Presumably, Wester's use of these terms is 
more adequately conceived of as referring to the internal and external 
consistency of the findings, which is not the same as checking them. 
There may be a reason for the very small amount of attention paid to 
the external checking researcher. Basically, real checking of findings 
of interpretative research is possible only by integral checking of 
all available data and all research steps. Glaser i Strauss and Wester 
do not cease to point out that, for such findings, all data and all 
investigatory procedures are relevant. The data are to be compared 
analytically in their entirety, concept per concept, and with regard 
to all relevant conceptual dimensions of the investigation, in order 
to firmly ground the concepts in the data. Any concepts developed 
should be based on nothing less than the complete material; the 
interpretative research method does not, in this respect, permit 
checks by random sampling. Concepts which may be derived from a part 
of the data may, in the end, be used as core concepts only if they 
apply to the comprehensive material. 
In the present study, the construction of the 240 vignets at least 
should have been checked by an external researcher sufficiently 
qualified in residential treatment to capably judge the research 
operations. I have not been able to find such a person available. This 
factor, in addition to the small amount of attention paid to external 
checks in the literature on interpretative research, limited my 
attention in fact to what is currently named "internal checks". 
Although this could be considered an omission it is one which hardly 
could have been avoided, if at all. In this connection, it is 
important to stress that the findings of the present study exclusively 
concern the Dr. H. van der Hoeven Kliniek. An additional restriction 
applicable to these findings is their lack of external checks. The 
concepts in this study are in want of being related to similar 
concepts in other studies, in order to be better validated as well as 
adjusted and confined. 
In a letter, the American psychiatrist and researcher R.P. Liberman 
gave me the following advice with regard to doing research in a clinic 
which has no research tradition: "Try to carve a park in the 
wilderness". If we stick to the metaphor, then this study is a small 
park. It does not pretend to be the only one or the prettiest of its 
kind, nor does it pretend that carving a small park means cultivating 
the entire clinical "wilderness". Nonetheless, the study has ordered 
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some of the clinic's views on treatment, albeit neither completely, 
nor definitively. 
V.2.4. An appraisal of the interpretative method for the present study 
In mental health services everywhere, there is a rather large gap 
between practical work and research. A complaint often heard from 
people who conduct treatment or are m charge of management, is that, 
particularly in difficult situations, science does not seem to offer 
any useful theories or research findings. Often, these people are 
unable to contribute to existing scientific theories from experiential 
knowledge. One might say: they took off, on the basis of their 
education, from existing theory and concepts but are unable to return 
to them. Many researchers, on the other hand, are hardly capable of 
getting a grip on the colorful and complex world of mental problems 
and their treatment. 
In the United States, m 1954, a symposium was devoted to theory 
construction about, and research into, the mental patient's 
environment: the hospital, the hospital staff, his own ward, and 
society around him including his relatives. On that occasion, Levinson 
(1957, p.635) pointed out that much clinical research is carried out 
at the level of the "single case study", the case being a hospital, a 
ward, an incident or the like. Such descriptions may be subtle, 
intuitively sensitive, and theoretically informed. But, what was 
lacking in 1954 is a way of doing research into mental health problems 
at a level that would permit broad generalization. What may have been 
learned from one case is seldom raised to a conceptual level which 
would permit generalization as well as communication to others. 
Thirty years later, there is little reason to assume that the 
situation has improved in essence. I have been unable to find relevant 
studies on psychiatric treatment, or on research methods leading to 
generalization from single cases, except sporadically (Stanton 4 
Schwartz, 1954; Kobler i Stotland, 1964; Stotland 4 Kobler, 1965; 
Glaser 4 Strauss, 1965). 
From this generalization gap Levinson (op.cit. p.642 etc.) distilled 
directions for researchers in mental hospitals, which point to the 
construction of links between clinical practice and existing theory 
and concepts. Possible and fundamental areas for research might be: 
- analysis of the nature and therapeutic efficacy of staff roles, 
aimed at further development of these roles; 
- development of general theories of personality and social structure; 
- development of general theories of general "welfare" organizations 
such as hospitals, prison, schools and other. Such organizations 
have in common that they are directed to clients', as well as 
society's, welfare. For the client, the organization's function is 
of fostering his health, rehabilitation, development, adaptation. 
For society, the accent is on concern for its stability and safety 
and on providing "training for citizenship". Analysis of the 
fulfillment of both functions is important. 
In broad outline, Levinson's directions correspond with the clinic's 
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directions to its researchers. Within the framework of these 
dierections, the purpose of the present study has been to translate 
findings on the level of individual treatment plans into more 
generalized concepts. As has been stated, the study concerns a "single 
case" of this particular clinic, of just one staff in one hospital and 
in this way does not permit generalization. In terms of Glaser 4 
Strauss (1967, p.79 etc.) the study has yielded merely substantive, 
not formal, concepts. As far as the latter are concerned, future 
cumulative research is imperative. 
In the clinic, however, the "single case" idea is operative at the 
level of the individual patient. At this level, the study has yielded 
some generalizations which had been lacking before. 
The complex reality of a clinic like the Dr. H. van der Hoeven Kliniek 
is not easily accessible to social science research. Some researchers 
believe that without a well-stated problem permitting the deduction of 
testable hypotheses, and without detailed contracts made beforehand 
with staff members, they rather should not start research in clinics 
such as these. This may easily lead to a vicious circle: clinical 
research cannot start without a well-stated problem and detailed 
arrangements with the people involved; without clinical research it is 
impossible to define a relevant research problem. 
The findings of the present study could only be obtained through an 
interpretative method of research. In the clinic, there is a need for 
research in order to get acquainted with basic social processes in 
treatment and how they operate, to enable the staff to direct them 
more effectively. As long as the staff is not capable of sufficiently 
discerning these processes, it is unable to commission their 
investigation by way of testing relevant hypotheses. As a first step, 
it should be discovered which hypotheses may be relevant to the 
processes. Investigation of basic clinical processes may be started, 
if the staff is open to research and researchers try to bring such 
processes to light, using an interpretative method of research which, 
at a certain point, allows formulation of testable hypotheses. 
From the beginning of the present study, it was to be expected that it 
should have to be carried out in a maximally simple fashion, in 
Palmer's (1978, p.153) words: "Researchers should use their most 
powerful and flexible data-handling techniques, however complex or 
inelegant these may be". Researchers may then be able to make some 
contributions to existing theory and concepts which, additionally, may 
be applied in clinical practice. 
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NOTES 
Note 1, p.2 
Since the Second World War, the word "collaboratie" in the Dutch 
language has tended to refer primarily to traitorous cooperation with 
the enemy. Nevertheless, I have opted for the use of "collaboration", 
keeping in mind Dr. Bard's explanation of its differential meaning 
with regard to "cooperation". 
Note 2, p.5 
The greater part of the members of the Fick Committee had been 
imprisoned by the German occupation forces during the Second World 
War. This personal experience had convinced them of the harmfulness of 
prison life. Generally, they were, and had been, successful people in 
good mental health who could expect to be highly esteemed by society 
if they would survive detention. Because they felt detention was 
harmful even to them, they considered that prison influences would be 
far more deleterious to people who generally were less skillful, less 
socially adapted, and whose social relationships often were of poorer 
quality. 
Note 3, p.12 
In 19Θ5, the Dutch Government announced that five new prisons wouldbe 
built "for the deterrence of спше". Since 1981, there has been a 
sharp increase in longer prison sentences, causing acute capacity 
problems in the present prison system. At the same time, there have 
been severe budget cuts in probation services and other social 
approaches. One of the Government's recent arguments in favor of 
building is that the Dutch prison system is not expensive, compared to 
those of the surrounding countries. 
A leading Dutch forensic psychiatrist, Beyaert (19Θ5, p.772), regards 
the increase in prison capacity as a negative development, for a 
number of well-known reasons: long prison sentences are not beneficial 
but harmful to the prisoner, and they do not solve the social problem 
of criminality. Beyaert refutes the Government's budget arguments by 
explaining that the relatively low cost factor of the Dutch prison 
system has been caused mainly by the practice of sending 
proportionally fewer persons to prison than elsewhere. This practice 
may be regarded as due to the influence of the "Utrechtse School", and 
in this way people such as Pompe, Baan, Kempe, Rijksen en Kloek may 
probably be credited with having achieved a substantial reduction of 
governmental expenses for 'corrections' in the last decades. This is 
even more remarkable if one considers that, at the time, they thought 
that their approach would require an increased spending. Beyaert 
points out that in several other countries people try to emulate these 
Dutch developments because the are cheaper and seen as more humane. He 
accuses the Government of neglecting Dutch history as well as commonly 
known foreign experiences. 
Note 4, p.13 
The Dutch language employs the relatively new word "hulpverlener" 
which literaly means "care-giver". It is a noun which is used for 
professionals in varied branches of human care, such as health care, 
psychotherapy, social welfare, and so on. Probation officers, 
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psychotherapists, social workers, psychiatrists, youth leaders, 
etcetera, may equally be called "hulpverlener". Following a suggestion 
of Marlise Teilander, I took the liberty of using a literal trans­
lation of this term. 
Note 5, p.15 
The Secretary of War wrote to President Roosevelt that, in fact, one 
had to deal with two categories of patients: first, normally 
integrated people who had got into emotional problems because of the 
war, and, secondly, people who were emotionally unstable and who could 
not cope with the demands of war because of their instability. In his 
opinion, all these soldiers should receive treatment of such quality 
that they would be enabled to participate effectively in civilian 
society, after the war. 
Thus, in this letter, the Secretary alluded to a broad range of 
treatment provisions aimed at the welfare of individuals. 
President Roosevelt thanked the Secretary and concluded with the 
words: "It would seem that your program provides equally well for both 
groups and should be a material aid in their ultimate civilian 
adjustment". (Menmnger, op.cit. p.295). 
Note 6, p.25 
The Van Dijk Committee is the Legal Status of Mental Patients 
Committee, set up by the State Secretary of Public Health and 
Environment Hygiene, and named after its chairman Dr. W.K. van Dijk, 
emeritus professor in psychiatry in Groningen. 
Note 7, p.25 
The Verhagen Committee is the Psychotherapy Committee, set up by the 
State Secretary of Public Health and Environment Hygiene, and named 
after its chairwoman Dr. H.J.A. Verhagen (1919-1984), at the time 
Chief Inspector of Mental Health. 
Note Θ, p.25 
An editorial in the Dutch Newspaper NRC/Handelsblad of 29-ΧΙ-19Θ4 
criticized the Minister of Justice, Mr. F. Korthals Altes, for an 
incorrect use of the term "contract". The Minister intended to apply 
compulsion for holding drug-addicts to their drying-out treatment 
program once they would have become involved with it. The editor's 
point was that the word "contract" implied free will. Generally, 
drug-addicts are characterized by being addicted and, therefore, 
cannot be considered to be capable of using their free will. This 
makes the term "contract" misleading in this case. The editorial 
continued that, according to a prominent prison medical officer, P. 
Roorda, drying-out programs are "one continuous training in making 
choices". It concluded by saying that "treatment cannot in any way be 
laid down in a contract in advance". 
Note 9, p.27 
The concept of interaction is frequently used in textbooks of 
sociology and psychology, often as a taken-for-granted concept without 
any specified definition. I found the following uses in textbooks: 
- Parsons (1951, p.3) states on the opening page of The Social System 
that "The fundamental starting point is the concept of social 
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systems of action. The interaction of individual actors, that is, 
takes place under such conditions ...(etcetera)" (italics added by 
Parsons). 
- In A Comprehensive Dictionary of Psychological and Psychoanalytical 
Terms,English 4 English (1958) define social interaction as "that 
relations between animals in which the behavior of either one a is 
stimulus to the behavior of the other". 
- König (1958, p.42) in Das Fischer Lexikon - Soziologie, describes 
interaction as being connected with, as well as distinguished from, 
activities; interactions represent the actual elements of social 
relationships. 
- Johnson (1961, p.4) in his Sociology; A Systematic Introduction, 
states that "Sociology is concerned with interaction itself. A 
social group is a system of interaction. When two persons "inter-
act", each takes account of the other, not merely as a physical 
object, but as an individual with attitudes, expectations, and the 
capacity to pass judgment". 
- Hall 4 Lindzey (1965) in Theories of Personality, make use of the 
concept of interaction, without providing a definition. 
- Gordon 4 Gergen (1968) in The Self in Social Interaction, offer 
extensive discussions related to interaction, without providing a 
definition of the concept. 
- Strickland, Aboud 4 Gergen (1976) in Social Psychology in 
Transition, make ample use of the concept, without providing a 
definition. 
- Webster's Third New International Dictionary (1976) defines 
interaction as "mutual or reciprocal action or influence". 
- The Concise Oxford Dictionary (1976) lists the concept under 
"interact": "act reciprocally, act on each other". 
- Shaver (1977) in Principles of Social Psychology, uses the concept, 
without defining it. 
- An extensive discussion on the concept of interaction can be found 
in The International Encyclopedia of the Social Sciences (Parsons, 
1978, p.429-471). The paragraph opens with the following statement: 
"It is almost pure tautology to say that human "social" phenomena 
are cases of the interaction (italics added by author) between two 
or more human beings conceived as "persons", "organisms", "selves", 
or "actors". Hence, it may be thought that what is meant and implied 
by the concept of interaction and its theoretical context is the 
sheerest common sense. However, this is not so. (...) After all, 
science is not common sense". 
The concept's history shows that Descartes (1596-1650) with his 
scheme about empirical knowledge of the external world did not yet 
conceive of acting or knowing as objects of knowledge. To him, the 
object was given; "the structure of the knower, the actor remains 
unanalyzed". Gradually, through history, the relationship between 
knower and knowledge comes into view. Subsequently, the concept of 
interaction is discussed by Parsons under the headings: symbolic 
interactionism, dramatism, social exchange, interaction and 
personality, and interaction process analysis. 
- The Lexikon der Psychologie (1978) defines social interaction as 
"durch Kommunikation vermittelte wechselseitige Beeinflussung von 
Individuen oder Gruppen hinsichtlich ihres Handelns" ("mutual 
influencing of individuals or groups regarding their actions, 
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mediated by communication")· 
- Hirs A Huijts (1981) have included in the index of their handbook 
the following subjects concerning interaction, all of them without 
definitions of the concept: interaction partner, interaction 
pattern, interaction process, interaction situation, interaction 
therapy, form of interaction. 
- Duijker 4 Vroon in the Codex Psycholoqicus (1981, p.9) remark that 
"interaction with other persons, which also means other unique 
persons, is frequent and important in daily life", without giving 
any further definition. 
- Abercrombie, Hill 4 Turner (1984) refer to the concept of "action 
theory", in their Dictionary of Sociology. They make a distinction 
between action, which involves meaning or invention, and behavior. 
Acoording to them, the action theory is closely related to the 
doctrine of symbolic interactiomsm. 
Note 10, p.32 
Rycroft (1968) provides two definitions of the concept of 
"unconscious": 
1) an adjective "referring to mental processes of which the subject is 
not aware"; 
2) a noun referring to "that part of the mind in which mental 
processes are dynamically unconscious; in contrast to the 
conscious". 
Note 11, p.51 
According to the Van Dale Dictionary of the Dutch Language (edition of 
1984), triangulation means: to divide an area into triangles. One side 
of the first triangle is measured, as well as the angles. Further 
measurements are calculated from these data. 
The Dutchman Willebrord Snellius (1580-1626) is the founder of this 
triangulation method. 
Note 12, p.94 
Dr. A.M.P. Knoers, professor of pedagogics, general didactics and 
psychology of adolescence, at the Catholic University of Nijmegen. 
Note 13, p.95 
Dr. W.J. Berger, professor of psychology of religion and pastoral 
psychology and Dr. C.P.F. van der Staak, professor of clinical 
psychology, at the Catholic University of Nijmegen. 
Note 14, p.95 
Drs. Y.A. Werdmuller von Elgg, psychologist/psychotherapist, at the 
Centrum voor Persoon en Gezin at Leeuwarden. 
Note 15, p.185 
I have looked for definitions of the term "contact". 
"Contact" has been derived from the Latin "con" for "with, together", 
and "tangere" meaning "to touch". Human beings are continuously being 
touched, i.e. stimulated, by the surrounding world, and touching it, 
i.e. responding to it. Literally, "touching and being touched" happens 
via the skin, but, in a way, it also happens via other senses. The 
external stimuli are processed by the nervous system which, in its 
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turn, generates responses. It may be taken into view that the skin, as 
well as the eye, the ear, the nervous system, the brain, have 
developed from the ectoderm, in the embryonic stage. 
The concept of contact is hardly used in psychological, psychiatric or 
corresponding textbooks, articles, etcetera. Its use seems to be 
limited to everyday, and clinical or welfare, settings. As an 
illustration of the first, a lecturer may experience contact with his 
audience. With regard to the latter, the title of a Dutch research 
report (Straver, 1980) on approach behavior of adolescents is: "Jong 
zíjn en contact zoeken" ("Being young and looking for contact"). 
- The index on Freud has one reference to the concept of contact (IV, 
p.69), namely, where Freud (1904) is referring to Wundt (1832-1920). 
Wundt (1900, p.69) wrote about "Die Kontaktwirkung der Laute" ("the 
contact effect of the sounds"). 
- Perls, Hefferline 4 Goodman (1951, p.258) assert that "Every 
contacting act is a whole of awareness, motor responses and feeling 
— a cooperation of the sensory, muscular and vegetative systems — 
and contacting occurs at the surface boundary in the field of the 
organism/environment". (Cited in Handbuch der Psychologie — Klini-
sche Psychologie (see below). 
- Lersch (1954, p.144) views the human need of contact and willingness 
to contact as "mitmenschliche Bezogenheit" ("common mutual 
involvement"). He writes about "die Gesellungsdrang der Menschen", 
("the human urge to associate"), and believes the human world is a 
"Mitwelt", "a common world" (see also the reference to Heidegger, 
chapter III.1.1). People may differ in their degree of mutual 
involvement, in which varying needs and the circumstances of the 
moment may play a role. 
- The Nederlands Handboek der Psychiatrie (Dutch Handbook of 
Psychiatry) by Prick A van der Waals (1958) provides one reference 
to the concept of contact, i.e. by Hart de Ruyter (ibid. p.295) who 
regards contact to be an affective relationship. Its first express-
ion is a baby's smile, and, normally, it will keep developing. 
- In A Comprehensive Dictionary of Psychological and Psychoanalytical 
Terms,English&English(1958)definecontact as "any kind of 
social interaction". 
- In the Groot Woordenboek der Geneeskunde (Dictionary of Medicine), 
De Haan & Dekker (1965) state that "interpsychisch contact de 
geestelijke aanraking (is) onderling tussen mensen met overeenstem-
mende gevoelens en levenshouding, voorwaarde voor existentiële 
communicatie" ("interpsychic contact is the mental touching between 
persons with similar feelings and attitudes, prerequisites for 
existential communication"). 
- Lindzey & Aronson (1969, p.169) in their Handbook of Social 
Psychology, use the concept in the context of "source" and 
"receiver", without further specification. They also refer to 
"direct" and "indirect contact" (ibid. p.225-226). 
- In the Handbook of Psychotherapy and Behavior Change by Bergin 4 
Garfield (1971), the word "contact" is mentioned once in the subject 
index. It refers to Heller (ibid., p.143) who points out that in 
psychotherapy research too much attention sometimes remains limited 
to complex factors, which leads to neglect of "the more essential 
basic conditions". Heller's question is: "Does contact by a 
therapist produce therapeutic benefit, and if so, under what 
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settings7" He discusses research by Martin, Lundy 4 Lewin (1960) on 
dyadic contact as a condition of psychotherapy. The dyadic contact 
was used as an independent variable in three experimental settings: 
1) the subject talked to a tape-recorder with no interviewer 
present; 2) the interviewer was allowed to respond only in a 
non-verbal manner; 3) the interviewer commented in a client-centered 
fashion. 
- The Lexikon der Psychologie (1971) defines "Kontaktfahigkeit" as 
"die Möglichkeit eines Individuums, leicht und schnell zu seinen 
Mitmenschen positive soziale Beziehungen anzuknüpfen" ("contact 
skill: an individual's ability to enter easily and quickly into 
positive social relationships with fellow-men"). 
- The concept is not listed in Wolman's (1973) Dictionary of 
Behavioral Science. 
- In the Handbook of Communication, De Sola Pool 4 Schramm (1973, 
p.15-18) noted that social scientists have hardly studied phenomena 
happening in the "small world", although these forni "a familiar 
illustration of some of the principles of contact networks". 
- The concept is not listed in the International Encyclopedia of the 
Social Sciences (1976). 
- Webster's Third New International Dictionary (1976) gives: 
* association or relationship; 
* a condition or an instance of meeting, connecting, or communicat-
ing. 
- In the Handbuch der Psychologie - Klinische Psychologie (1978, 
p.2729), there is mention of "contact-boundaries" as a function of 
self-regulation. Also "Kontaktschwierigkeit" ("difficulty with 
contact") and "Kontaktscheu" ("shying at contact") are mentioned. 
- The concept is not listed in the Codex Psycholoqicus by Duijker 4 
Vroon (1981). 
- Hirs 4 Huijts (1981) have registered the following subjects in 
articles on contact, all of them without strict definitions: contact 
patterns, contact need, willingness for contact, frequency of 
contact, entering into contact, contact disorder, disturbing of 
contact. 
- Duijker (1982. p.44) states that, according to many people, mental 
disorders are primarily contact disorders, which at least two 
persons are involved with (italics added by Duijker). 
- Goldenson (1984) states m the Longman's Dictionary of Psychology 
and Psychiatry that contact behavior is "actions and interactions 
occurring during an intimate, personal relationship". 
- The concept is not listed in The Encyclopedic Dictionary of 
Psychology (Harre 4 Lamb, 1983). 
- The concept is not listed in the Encyclopedia of Psychology 
(Corsini, 19B4). 
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Appendix I 
FICTITIOUS NAMES OF THE PATIENTS IN ORDER OF FIRST APPEARANCE IN THE 
STUDY (p.64 and p.109) 
1. Baks 
2. Blom 
3. Boot 
4. Cats 
5. Dik 
6. Droog 
7. Froon 
Θ. Goes 
9. Hoi 
10. Klijn 
11. Kock 
12. Krol 
13. Luyks 
14. Maat 
15. Marks 
16. Meys 
17. Mooy 
18. Oud 
19. Pel 
20. Ploeg 
21. Pors 
22. Schut 
23. Sluis 
24. Spee 
25. Sterk 
26. Tas 
27. Troost 
28. Valk 
29. Vlugt 
30. Zwart 
. 
a 
b 
с 
d 
e 
f 
g 
h 
J 
к 
m 
А 
В 
С 
D 
E 
F 
G 
H 
J 
К 
L 
M 
Ν 
Ρ 
Q 
R 
S 
Τ 
и 
Formulation of treatment stagnation by the treatment team: 
"no contact" = lower case letter 
"abuse of contact" = capital letter 
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Appendix II 
CONTENTS OF AN AVERAGE PERSONAL FILE (p.68) 
- a principal form: abstract from the criminal register 
- an abstract from the General Documentation Register of the division 
of the legal documentation service of the district 
- a report to'the Child Protection Agency 
- supplementary reports to the Child Protection Agency 
- an observation report of one or more of the National Correction 
Centers for boys 
- an information report of one or more rehabilitation services 
- supplementary reports of rehabilitation services 
- report of the Pieter Baan Center in Utrecht, the psychiatric 
observation hospital for the penitentiary system 
A personal file contains reports, report covers, forms, letters, and a 
variety of other material. It is hard to assess the total number of 
pages, but an average file is a little less than half an inch thick. 
217 
Appendix III 
CONTENTS OF AN AVERAGE CRIMINAL FILE (p.68) 
Police reports; 
- the official reports (often with duplicates) of the hearing of the 
person who reports the offense, of other witnesses and of the 
suspect 
- report of the criminal investigation department 
- order to arrest 
- note of assignment of a defense lawyer) 
- the suspect's criminal record 
- a notification of seizure (if the police seized property) 
- a report of the criminal laboratory (if available) 
- photographs (also in color) of the situation of the offense, if 
available. There may be many photographs. 
Reports of the investigating judge: 
- request for preliminary investigation and arrest 
- hearing of the suspect (judicial preliminary investigation) 
- request to detain the suspect 
- second hearing of the suspect 
- letter from the rehabilitation service that a request for 
information has been received 
- information report of the counseling office for alcohol and drug 
abuse 
- a report from a court-appointed psychiatrist made at the request of 
the investigating judge 
- assignment of a defense lawyer 
- note from the Pieter Baan Center that the suspect may be admitted 
for observation 
- report from the Pieter Baan Center (some dozens of pages) 
- closing of the preliminary investigation by the Public Prosecutor 
Reports of the court; 
- verification and information of the Population Department 
- request by the Public Prosecutor to detain the suspect 
- extension of this request (one or more) 
- order for imprisonment (one or more) 
- hearing of the suspect in Chambers 
- indictment of the suspect 
- request for the court session 
- summons of the suspect 
- pleading of the defense lawyer (not always in the file) 
- official report of the court session 
- the judgment 
If the case has been appealed the following reports will have been 
added: 
Reports of the court of appeal: 
- the same reports as those of the court 
- copies of the court reports 
21B 
- notes of the defense lawyer's pleading 
- the judgment of the court of appeal 
The criminal file contains reports, report covers, many forms and 
cards, sometimes loose pieces of paper with handwritten notes from the 
Clerk about the session. The average number of pages of a criminal 
file is hard to assess, the total volume vanes. It may be 3 inches 
thick, but sometimes 10 inches or more. 
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Appendix lU 
PART OF AN ABSTRACT FROM A PERSONAL AND CRIMINAL FILF, MADE BY A GROUP 
LEADER (p.68) 
(...) 
The foster parents ask the Catholic Foundation for Mental Health Care 
at (...) for help. In order to help the foster parents in adopting a 
more flexible attitude towards Mr. Dik and to guide Mr. Dik in a more 
healthy development, a number of treatment meetings with foster 
parents and son are proposed. These are not being finished (at the 
Child Guidance Clinic, CGC) because the foster parents think that from 
now on they can handle the situation. Because teachers at the L.E.A.O. 
school are afraid that the facts will repeat themselves, Mr. Dik in 
the meantime has gone to the elementary school of gardening. However, 
the (honio-)sexual games are repeated and this time he is caught by his 
sister. 
In the legal reports it is said that he lures his victims (boys of 
about 10 years old) into the bushes, uses the preponderance of his age 
and strength, and threatens the children that he and his friends will 
come to their home and smash everything if they say anything to their 
parents. Again the CGC is contacted. 
In talking he does not appear shy but seems to be a confident boy, who 
easily finds his way and who does not know why he does these things. 
He is unsure about his sexual identity. He has a positive attitude 
towards his foster parents, but is afraid that in the future his 
father (whom he visited after the committed offenses) in a future 
marriage will come to him and smash everything. The school for 
gardening would not like to have him back, and Mr. Dik leaves the 
house to follow a course in care for the elderly. After three weeks he 
is fired because he shows up too late and unclean, and behaves 
indifferently towards the residents. This is a result of his feeling 
of loneliness. He lives in an apartment and misses the warmth of home. 
He starts drinking and the secretive meetings with uncle (...) become 
more important in his life. The foster parents and Mr. Dik break off 
the contact with the Child Protection Agency, because in their opinion 
the agency failed. They take him into their home again and Mr. Dik 
starts working as a warehouse deck for (...), so that — according to 
his foster father — he is "doing" something. He works there for three 
weeks and is fired because of stealing. 
(...) 
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Appendix V 
THE "MINUTES" - EVENING EDITION (p.68) 
For the staff only 
On any given day the minutes could look like this. 
Part A, the frontpage, gives the table of contents of part B; its 
backside of parts С and D. 
Part B: Data every staff member is supposed to read 
1. Proposal (name of a group of patients) 
2. (name of patient) — proposal 
3. Information from director's ofivece (name of patient) 
4. (name of patient) — work behavior 
5. (name of patient) — intake form 
6. (name of patient) — proposal for outside work 
7. (name of patient) — previous history new patient see app. IV 
Θ. Report on informal meeting of elementary drama class (date) 
9. Data from evaluation committee on work training, week nr. .. 
The agenda for the staff meeting of the next day is on the frontpage. 
Points 1 and 5 - 8 are in preparation for a staff meeting. 
Part В usually has between 2 and 20 pages. 
Part C: Reports on meetings 
1. Report on the staff meeting of (date) see app. VIII 
2. Report on the staff meeting of (date) see app. X 
3. Report on the indication staff meeting of (name of see app. XI 
patient, date) 
4. Report on a team meeting of (name of team, date) see app. XII 
5. Report on a consultation meeting about (name of see app. XIII 
patient, date) 
6. Report on a meeting of coordinators (date) see iri app. XVI 
Part С usually has between 5 and 30 pages 
Part D: Data on patients individually and on 2 or 3 groups 
Data from Nicolai (intensive care, daily publication) 
1. (name of patient) see app. XVII 
2. (name of patient) evaluation (date) see app. XV 
3. etcetera, to nr. 8 
Data from seclusion (if a patient is in a seclusion room, daily 
publication) 
9. (name of patient) 
Data (name of group) I (weekly publication) 
10. General (information) 
11. (name of patient) see app. XVI 
12. etcetera to nr. 19 
Data (name of group) II (weekly publication) 
20. General (information) 
21. (name of patient) evaluation see app. XIV 
22. etcetera to nr. 28 
Part D usually has 5 to 50 pages 
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Appendix VI 
NOON EDITION OF THE MINUTES (p.69) 
For patients and staff 
On any given day the afternoon edition could look like this. 
Part A 
1. Conclusions of the staff meeting of that same morning, written by 
the general coordinator who chaired the meeting. 
2. Roll of staff members present/absent (sick, vacation) and of 
patients (work, sick, leave, vacation, runaway). 
3. Overview of teachers reports, handed in or not, filled out or not. 
4. Data of the programmed treatment activities of all patients per 
group per day: present, absent with or without note, interrupted 
for a long period. 
Part A usually has 6 - 8 pages. 
Part В 
1. Report on the past night. 
2. List of visitors of the previous day (who visited which patient at 
what time). 
3. Telephone list of the previous day (telephone contacts of those 
patients who may not telephone freely). 
4. Data from the porter's loge giving the times in which on the 
previous day patients left the clinic with permission and returned. 
5. Report on the Klimekraad (date). 
6. Report on the group meeting of (name of group, date). 
7. Report on the soccer tournament. 
Part В usually has 5 - 1 0 pages. 
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Appendix VII 
MORNING BULLETIN (p.69) 
For patients and staff 
On any given morning the morning bulletin can look like this. 
Mention of: 
- the acting general coordinator (early/late shift) 
- nurse for general medicine (early/late shift) 
- agenda of the present-day staff meeting 
- A list of names of staff and patients who that day have to take care 
of a patient who is restricted to his room, or in seclusion, or ill. 
Sometimes there are a number of these lists simultaneously. A 
patient can be so threatening for whoever comes near, that 4 - 6 
people at the same time take care of him. In such a situation all 
staff and patients are mobilized to distribute the burden evenly. 
An example of such a list: 
patient A and group leader N 
group leader Ρ and patient В (coffee) 
sport instructor (class) 
group leader N and patient С 
English teacher (class) 
staff psychiatrist and patient D (tea) 
group leader Q and patient E (supper) 
group leader R and patient F (coffee) 
group leader S and patient G (preparation for night) 
Report of anything unusual that happened in the past 24 hours. A 
survey of sick, restricted and secluded patients, patients who may 
not move freely through the clinic, patients who refuse to work, 
patients with a day of, patients with birthdays, etcetera. 
Report of visitors or visiting groups from outside that are expected 
that day. 
Etcetera. 
7, 
10, 
10, 
12, 
2, 
3, 
5, 
Θ. 
10, 
.00 
.00 
.30 
.30 
,30 
.00 
.30 
.00 
.00 
a, 
a, 
a. 
P· 
P· 
P· 
P-
P· 
P· 
. m . 
• π ι . 
,ηι. 
.m. 
. π ι . 
, π ι . 
. π ι . 
, π ι . 
, π ι . 
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Appendix UHI 
PART OF THE MINUTES OF A STAFF MEETING (p.69) 
Literal rendering. 
Minutes of the staff meeting oF Thursday (date) 
Presiding chair: Mrs. (name of general coordinator = AC) 
Secretary : Mrs. (name of secretary) 
1. Morning bulletin 
Mrs. (psychiatrist) does not think it sensible that Mr. de Laat is 
mentioned in the morning bulletin, because it gives him too much 
attention. Mrs. (AC 1) says that she received the information from Mr. 
(AC 2) just as it has been published in the morning bulletin. Mrs. (AC 
1) says that Mr. de Laat has only been secluded since Tuesday evening. 
Mr. de Laat refused care for only one day, and who knows what food Mr. 
de Laat has in his room. She shall find out why it had to be mentioned 
in the morning bulletin. 
Mr. (economist director) asks if Mr. ter Veld discussed his complaints 
with his group leaders. Miss (group leader) informs him that (name 
group) does not have any group leader on duty yet, and so this 
discussion has not yet happened. 
2. Discussion of the Wednesday evening meeting (i.e. a patient-staff 
meeting, in clinic jargon "woensdagayondbespreking", "WAB" — JF) 
Mr. (AC 3) tells that the subject of the ЫАВ was "interacting with 
each other". This was a subject of group (name). The patients of this 
group had discussed it and wanted to know about interaction in other 
groups. Mr. (AC 3) says he got this from Mr. de Wijs who was trying to 
take the position of the chairman; not because Mr. de Wijs wanted it 
so badly, but because the chairman Mr. van Dorp cut off the discussion 
so often. 
Mrs. (psychiatrist director) says that the patients are said to 
prepare the subject, but yesterday apparently there had not been any 
preparation at all. She says that yesterday Mr. van Dorp tried to 
preside over the WAB together with Mr. de Kat. However, Mr. van Dorp 
had only just learned what the subject was, and therefore could not 
very well preside over the meeting. Mrs. (psychiatrist director) says 
that it is a subject to be discussed by everybody, but the WAB group 
remained small. Mr. de Wijs tried to give support by explaining the 
background. Mr. (social worker for outside) directed the issue to Mr. 
van Dorp. Mrs. (psychiatrist director) says that "interacting with 
each other" is a very broad and abstract subject. On the spot it needs 
to be made more concrete. Sometimes the discussion dragged on, but in 
general people were enthusiastic. 
Mrs. (AC 1) gathers that the atmosphere of the WAB was similar to that 
of the past weeks. 
Mrs. (psychiatrist director) says that at the start of the WAB there 
was hardly another group with whom group (name) could interact. Later 
on more people arrived and the discussion became more lively. 
Conclusion: The good idea for the subject "how do we interact with 
each other" came from (name group). With a little nore preparation 
perhaps it would have showed up better. The meager attendance did not 
help in exchanging information between groups on this issue. 
3. (...) 
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Appendix IX 
PART OF A REPORT ON A STAFF MEETING ON ADMISSION TO INTENSIVE CARE 
(p.70) 
Literal rendering, edited and supplemented by the researcher. 
The total report on the subject has 95 points. 
Minutes by the secretary 
43. Mr. (general coordinator = AC) mentions that Mr. Mooy feels 
slighted by others. You get the feeling that you are dealing with 
a pathetic person. You have to watch for revising your tack. 
44. Mrs, (instructor) says that Mr. Mooy does something with his face, 
with his eyes. 
45. Mrs, (psychiatrist director) remarks that Mr. Mooy has a whole 
arsenal for manipulation. 
46. Mrs, (group leader of Mr. Mooy) says that when you have a 
conversation with him, everything he says sounds good. He can 
argue very well, which makes you think that you really have a 
conversation going. 
47. Mrs, (psychiatrist director) mentions that Mr. Mooy has a series 
of behaviors, with which he makes happen what he wants, and not 
what you want. 
48. Mr. (AC) says that it is possible to bring all this into 
conversation with him. You think he agrees with you, but later on 
that appears to be false. He says yes, but he does no. 
49. Mrs, (group leader of Mr. Mooy) gives an example.In the evening 
she makes an agreement with him that next morning he shall go to 
work. When he does not do it, she blames herself instead of Mr. 
Mooy. 
54. Mrs, (psychiatrist director) says that Mr. Mooy does not make any 
effort to achieve something himself. Mr. Mooy makes other people 
do what he wants. 
Supplement of the researcher 
45. Mrs, (psychiatrist director): that is how he gets what he wants 
and how he prevents any contact. 
47. Mrs, (psychiatrist director): (... unintelligible . . . ) , arguing, 
talking about others, sensitive to your need of support and using 
this weakness, making big eyes so you feel sorry. Moreover, he 
makes sure that you do not have contact with him and that you 
become disloyal towards each other. 
50. Mr. (supervisor): then he goes nonchalantly to an empty room, sits 
on a mattress and gives the group leader a feeling: "Look what you 
are doing now". He does not give in. 
51. Mrs, (instructor): and if you don't do anything ... He does not 
feel bound to agreements. 
52. Mrs, (psychiatrist director): you don't have any contact with him, 
so an agreement does not mean anything. An agreement has meaning 
if the other cares for you and you have a relationship. 
53. Mrs, (instructor): if you ask him what he has to work at during 
his stay in the Nicolai (intensive care), you could choose that as 
a goal. 
54. Mrs, (psychiatrist director) thinks that kind of a goal is too far 
in the future. He has great potential but uses it only to make you 
do what he wants. 
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Appendix Χ 
PART OF A REPORT ON A "DEFENSE" STAFF MEETING (p.75) 
Literal rendering, edited and supplemented by the researcher. 
The complete report has 198 points. 
Minutes by the secretary 
54. Mr. Sluis was off drugs for a while, during his stay in intensive 
care. According to Mr. (senior psychotherapist), this was 
noticeable from the contact you had with him. The contact was 
different. For instance, Mr. Sluis told him that he was in love 
with Miss (group leader), and that Mr. de Wit was his friend, 
while Mr. de Wit did not know this. He showed his sympathy for 
people. When he had returned into his group this did not arise 
anymore. 
59. Mrs. A (group leader of a team different from Mr. Sluis') thinks 
that Mr. Sluis' showing sympathy for people does not have to do 
with being off drugs but with his status in the group. 
60. Mrs. В (group leader of a team different from Mr. Sluis') thinks 
that it surely has to do with being off drugs. 
61. Mr. (senior psychotherapist) says that you have to take away the 
satisfaction of the use of drugs, in order to make a person take a 
stand in life and enter into contact. 
62. Mrs. A points out that she meant this was not only related to 
being off drugs. In fact, she does not dare to say that Mr. Sluis 
was free of drugs, during intensive care, because the intensive 
care ward is not free of drugs. 
Supplement of the researcher 
53. Mrs. С (supervisor, but not of Mr. Sluis): but it also makes him 
hostile because it is always us who want to take something away 
from him. 
54. Mr. (senior psychotherapist): during intensive care, the hostility 
showed much more as a result of the contact. 
55. Mr. (psychotherapist) asks what is thought of his proposal (i.e. 
nr. 49: to do a role-play about a hostile conversation and the 
defense of Mr. Sluis. Then look together how it went, and have a 
brainstorm on what we may do about it" - JF). 
56. Mr. (senior psychotherapist): Mrs. D (supervisor, but not of Mr. 
Sluis) did give you a reply, didn't she 7 
57. Mrs. D does not like the proposal. If Mr. Sluis puts all his 
energy in a defensive attitude, and we want to reach his feelings, 
then the provblem is already there, whether or not we will 
role-play it. 
58. Mr. (psychotherapist) repeats his proposal. His intention: look 
how it will go and whether you may find a solution. 
59. Mrs. A thinks it is connected with the remark of Mr. (senior 
psychotherapist): in intensive care, you could reach Mr. Sluis' 
feelings, but not in the group. It does not have to do only with 
being off drugs but also with the attitude and willingness of Mr. 
Sluis in the group. She believes he can barely cope with it. 
6l. Mr. (senior psychotherapist): in our opinion, centers for drug 
abusers grossly exaggerate their standpoint that, in their 
centers, drugs are absolutely forbidden. But still, there is 
something which ... (see above). 
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Appendix XI 
PART OF A REPORT ON AN "INDICATION STAFF MEETING" (p.70) 
Literal rendering, underlined and numbered by the reseacher. 
The complete report has 402 points. 
1B7. So, we may conclude that getting a negative opinion, or getting 
angry, is (unintelligible, seer.); that is what Mr. Marks is 
saying, that is what you are saying. And I presume that it 
contains a lot of unreasonable anger, and if you try to talk with 
Mr. Marks about the rationale of his anger, sometimes ..., says 
Mr. (supervisor). 
188. Serious talk about all kinds of situations here and so on is much 
easier, it is often much easier, in a conversation of eh ... 
anyway, the two of us, says Mr. van Baar. 
189. Do you too have the experience that an anger like this will 
disappear if you can talk about it reasonably, asks Mr. 
(supervisor). 
190. Yes, he is never angry with me personally, says Mr. van Baar. 
190. No, but with various situations, explains Mr. (supervisor). 
192. That is true. I mean, I understand that many angry letters were 
exchanged before he came to the clinic, and eh ..., says Mr. van 
Baar. 
193. Yes, that is right, says Mr. (supervisor) smiling. 
194. His calling card, remarks Mrs, (group leader intensive care). 
195. When he was admitted he started with tackling things seriously, 
in my opinion, Mr. van Baar continues. 
196. His "fold-up sheet" was very serious, says Mrs, (staff member 
group dynamics). 
197. An angry remark follows that he was done with it fo eight months 
already, says Mr. (supervisor). 
198. Yes, Mrs, (staff member group dynamics) says laughingly. Ready in 
his head. 
199. That they made him wait for, continues Mr. (supervisor). 
200. That is true, whispers Mr. Marks. 
201. That is really very annoying, observes Mr. (sport instructor). 
202. Yes, that is annoying. That is why I do not think that the anger 
is unreasonable, says Mr. (supervisor). 
203. It is very reasonable that this makes you angry, says Mr. (sport 
instructor). 
204. But there are differences, argues Mr. (supervisor). One may be 
angry with reason or without reason. The fact is that Mr. Marks 
had to wait for a long time ... 
205. Does he want to express something by it, asks Mr. A (social 
worker for outside relationships). For instance, towards Mrs. В 
(supervisor who did the intake)9 She just said that he is already 
angry before you have seen him. Do you want to express something 
towards Mrs. B 7 
206. Well ... I think Mrs. В knows very well why I was angry at her, 
says Mr. Marks. 
207. Yes, but please answer Mr. A's question, says Mrs. B. Do you want 
to say something with it 9 Because you did not know me. You did 
not know exactly what I was going to do. 
208. I do not think I wanted to express something by it, says Mr. 
Marks. 
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Appendix XII 
PART OF THE MINUTES OF A MEETING OF A TREATMENT TEAM (p.69). 
Literal rendering. 
Mr. van Gent 
The group is afraid that he will commit an offense again. He bought 
his stereo from (name of his sister) and subbed* it to Mr. Goes. Mr. 
van Gent needs a simple and strong contact family. Mr. van Gent wants 
to work with the gardener but their relationship is not very good. The 
gardener supposedly threw his buried guinea-pig in the garbage truck. 
Mr. van Gent does not tolerate someone above him. Then he feels 
inferior. Essentially, he is very ambitious and wants to be 
immediately able to do the same work which others do. Workshop 
supervisors should not give him a feeling of failure. To be discussed 
with workshop supervisors. He should be given the opportunity to 
adventure, during a month. We shall continue with his family and 
treatment notebook. 
* Clinic expression: an activity in the illegal subculture; in this 
case a material transaction between patients without permission of 
the group leaders. 
Mr. de Wit 
Mr. de Wit definitely has to be secluded if he does not do something. 
At the moment, lock his room with him on the outside. Suggest to the 
staff to do fun things with him. He needs much stimulation. 
Mrs, de Groot 
Mrs. de Groot's leave has been suspended, and so it does not need to 
be discussed in a staff meeting. She put in a new request for the 
waliking club and the daily 15 minutes outside, together with a group 
leader.She has to explain her problems in the walking club too. There, 
she is a spoiled child. She likes organizing. Maybe she can become a 
member of the entertainment committee. She alo needs a contact family. 
Mr. Blom 
Mr. Blom is hostile to many members of the staff. In the team, he is 
particularly hostile to Mrs. (group leader) and Mr. (group leader). 
The plan is that he will have leave, this weekend. His evaluations go 
heavily and only deal with his mood. What he does is not mentioned. We 
have to achieve mutual understanding about his lying, which is second 
nature to him. He does not make choices. 
The team does not draw one line with the Nicolai team (intensive care, 
JF). 
Habits of eating and living should also be discussed. 
If Mr. Blom has so much contact with Mr. van Eck, we will be unable 
to really reach him. That goes for open meetings too. 
If there is really something to evaluiate, his mother should be 
involved. To be mentioned in the evaluation also whether he can make 
his mother happy while she is visiting him. 
His workshop supervisor does not look for him to discuss his work with 
him because she also comes away from him very unhappy. She would not 
mind writing him a letter. 
(name of group leader) 
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Appendix XIII 
REPORT ON A CONSULTATION MEETING (p.75). 
Literal rendering. 
It appears that the treatment team does not sufficiently know the 
facts. Much around him is fuzzy. It is not clear what really bothers 
him, what makes him dangerous, and what his family expected from him 
and still do. Mr. Luyks conforms very well and constantly plays a 
role. He remains promising (study) but never finishes anything. He 
slips and cannot show himself. 
Agreements: 
- The treatment team will read the documents again, among them the 
official police reports (which show how dangerous he is). 
- The facts have to be listed. 
- Mr. Luyks' experiences (lust) in confronting his victims, and in his 
offenses, will be investigated. 
- A weekly program with priorities will be set up (he does a lot but 
it is doubtful whether it all makes sense). 
- The way in which Mr. Luyks asks for help, and how the care-giver 
reacts, will be investigated. 
- It will be investigated how the staff interacted with him in the 
past. (There was a disagreement m which Mr. (former group leader) 
had been involved). 
- His finances will be checked, also payments to his girlfriend 
(name). 
- The family interaction will be studied and mapped out in triangles 
(see p.92 before, Haley, 1967 — JF). An attempt has to be made to 
resolve the friction between relatives and staff (e.g. about a 
suspended Christmas leave). 
- It should also be listed what is pleasant about him (some people 
were looking forward to his admittance into the clinic). 
- Emphasis should be placed on what he does, and not on what he feels 
or says (see p.15 before, Rappeport, 1974 — JF). 
- Top priority should be that he will finish something. For him, it is 
better to be less active and finish a project than to be busy with 
many activities at the same time. 
- If, in the future, he should undertake something outside the clinic, 
then it has to be something constructive which will give him instant 
Feedback, such as employment. 
(supervisor) 
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Appendix XIU 
EVALUATION MEETING, REPORTED BY A MEMBER OF A PATIENT GROUP (p.69). 
Literal rendering. 
Evaluation report Mr. Schut (date) 
Present: Mr. A (group leader), Mr. Van Schalk, Mrs. В (group leader), 
Mr. De Weerd, Mr. Ter Braak, Mr. Van Donk, Mr. De Geer. 
(N.B. Mr. Schut and the supervisor are not mentioned but are 
apparently present — JF). 
Mr. Schut keeps a notebook for his cash and activities. He has 
difficulties in role-playing, but he applies himself, because it is 
required. Mr. Schut explains what he does in role-playing, such as 
learning to speak up for himself. Therapy is progressing equally well, 
says Mr. Schut. There is no report on this, but that is not necessary 
says Mr. A. He always shows up. 
Mrs. В says that according to the activities notebook everything goes 
well, and Mr. Schut enjoys himself. Mr. Schut says that he is enjoying 
himself. He gets along with Mrs. (teacher creative crafts), especially 
in what he is doing. Mr. Ter Braak thinks that Mr. Schut is doing very 
well, for instance in the class of Mrs. (teacher creative play), in 
making contact, laughing, etc. Mr. Schut says that it is fun because 
Mr. Van Osch is there. Mr. Schut enjoys it, he feels comfortable in 
that group. 
Mr. Van Schaik says that Mr. Schut is speaking up more, romping, 
talking, and being part of the group. 
Mr. Schut gets fed up if in the group nobody says anything. Then he 
will take the initiative. Mr. Schut made an appointment with Mr. 
(behavior therapist teaching social skills), says Mr. De Geer. Mr. 
Schut does not feel like it but we insist that he will go. Mrs. В says 
that making contact with other people is important to Mr. Schut. Mr. A 
asked Mr. (judo teacher) at least five times for an oppportunity to do 
judo with Mr. Schut. So they will judo together on Thursday at 10.30 
a.m. 
Learning to cope with agression. 
Mr. Schut put up a lot of counterpressure in his treatment, but this 
is getting less. 
He is less determining by his behavior such as I don't like it and I 
can't. 
Mr. Schut does everything that he is supposed to do and likes it. He 
is still doing the same work; he is capable of more, but then he has 
to ask for things from the workshop supervisors, but he does not do 
this. So he wants to keep simple work to avoid contact' Mr. Schut says 
that he would not do this work anyway once he is outside, this is not 
part of the treatment, he should do a variety of jobs, also to 
concentrate on other things. 
Mr. Schut quitted school on his own, he stopped applying himself, he 
became lonely, afraid in a large group, and thought that they were 
laughing at him. He became nervous and could hardly says anything. 
That was the reason to start drinking. It is the first time he 
mentions this and we are stunned about how he talks about his 
problems. This is the crux of the matter and we are silenced. 
On the one hand, he feels alone, on the other hand, he believes others 
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may have similar feelings, but Mr. Schut could not cope with it and 
took the bottle, Mr. Schut wants to know if others have similar 
feelings. 
Mr. Ter Braak and Mr. De Weerd too admit to have partly similar 
feelings. Mr. Van Schaik and Mr. A say that they recognize a part of 
themselves in it. Mr. De Weerd and Mr. Ter Braak have to leave now. 
How are things with the relatives7 
Mr. (supervisor also keeping contact with relatives) says that Mr. 
Schut has to reflect on what he wants to discuss with his relatives. 
If Mr. Schut does not let his relatives do his work for him etc., then 
his parents can visit him again and there could be normal contact 
again. 
Mr. Schut is an adult and should not be dependent on his parents. He 
should be self-sufficient and not dependent of his parents. To do 
things outside (the group leaders have to bring this up 1). Mr. Schut 
wants to work outside, Mr. A reacts: you are not up to par yet in 
here. Mr. Schut should start to think about what he wants to do 
outside. According to Mr. A, it was a a bit muddled but it was a good 
evaluation. Mr. Schut told many things about himself which can be 
worked with. 
With that I close. 
group member Mr. Van Don 
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Appendix XU 
EVALUATION MEETING REPORTED BY A GROUP LEADER (69) 
Literal rendering. 
Ecaluation report (date) 
Present: Mr. Hol, Mr. De Munk, Mrs. A (group leader) and Mrs. В (group 
leader) 
Work, study, and music are progressing very well. 
The same goes for mime, swimming and sauna. 
Boxing: Mr. Hoi went there once. Now his knee bothers him. This morning 
he left the workshop on that particular time. Reason: he wanted to go to 
the doctor with his knee, was absent, then he went to the group to have 
a cup of coffee. 
Trampoline: he does not do it when too few people are standing around to 
catch him. There is no indication either, says Mr. Hoi. He does not go 
there anymore unless there are enough people. Is already anxious about 
it during the night before, just like about working with the machines in 
the woodshop. According to him, these are not safe enough. He shall tell 
the patient representative in the workshop (Mr. Sluis). 
Mrs, (clay modelling teacher): everybody agrees that his lessons with 
her may stop. She (meant: he - JF) will continue with Mrs. (sculpture 
teacher). 
Conflict Mrs, (creatve play teacher): according to him, it will always 
be a conflict. He does not want to talk with her. He does not mind 
telling it to the staff so that she can be fired and find some dumb job. 
He shall ask the people who told him these stones to go to her. 
Issue Mrs. A about Mr. Van Sprang's watch. It changed ownership in the 
staff room, while she was present, although she did not agree with it. 
Later, he pretended that she did agree with it. 
What are you living on 9: still has a supply of cigarettes. 
Finances: Mrs. В shall control this. Make a survey of creditors. Wants 
to pay all of them or none. Would even put an ad in the paper because he 
does not know who his creditors are. The credit bureaus are after him. 
Relatives: how to go on 9 Mr. Hoi wrote and telephoned to his parents, 
with negative results. According to Mr. Hoi, this is due to the attempts 
at talking with them. Yet it is possible that they will suddenly show 
up. After the vacation, because now they are too busy. He wants to aim 
for leave to (name of city). Could stay with Mrs. (friend) of Mr. 
(friend) during the night. 
Mime: Mr. Hoi went there on Saturday. He cannot yet say anything about 
it but the project pleases him. 
Contact group leaders: problem with Mr. (group leader). He wants to send 
Mr. Hoi to intensive care at 9.00 p.m. (at the time, Mr. Hoi is staying 
in intensive care - JF). 9.30 p.m. has been agreed. He tries to keep 
visible in the group. Seems to spend only the night at Nicolai (= 
intensive care JF). 
Things for the dry cleaner's have to go through the porter's lodge. 
Wants them to be well treated. Jacket which had been dry cleaned looked 
like it had been used to mop the floor. 
Diary request (clinic expression for a proposal to be decided on by the 
staff, after consultation with the group members, the team and the 
Clinic Council - JF): Mr. Hoi asks if this can be discussed Friday. Mrs. 
A will inquire. 
Cleaning up in the group goes well. The room at Nicolai is total chaos. 
(Mrs. A) 
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Appendix XUI 
SOME OF THE CLIPPINGS OF A PATIENT IN A GROUP (p.69) 
One week period. Literal rendering. 
(Date - Thursday) 
Mr. Baks and Mr. van Oort are pestering Mr. Sluis by hiding his key. 
Mr. Sluis has to try to get it back by a game. Mr. Baks is irritated 
by Mr. Sluis because Mr. Sluis often wanders through the building and 
uses hash. An indirect way of expressing irritation. Mr. Baks had a 
phone call from his brother (name) who will visit him Sunday. Later in 
the evening he watches TU all by himself. When I ask him how he is, he 
says: "Pretty well", and goes upstairs. 
Mrs. (name group leader) 
(Date - Friday) 
Mr. Baks was up early this morning and already looking for me at 7.00 
a.m. He looks and feels a lot better than a couple of days ago. He is 
often in the garden (warm weather, fire hose). 
Mr. (name group leader) 
(Date - Saturday) 
Mr. Baks is friendly and good-humored. A good part of the day he had 
visits of his sister, his brother and wife, who will be back later in 
the evening (after dinner in the city). He is very cheery now that he 
has many visitors. In the evening he also calls his mother. 
Mr. (name group leader) 
(Date - Tuesday of the following week); Mr. Baks did not work. 
(Date - Tuesday of the following week - part from the report of the 
coordinators meeting) 
Mrs. (group leader) explains that it is a problem for Mr. Baks that 
people comment on his figure when he goes swimming. He looks big, but 
is still such a child, in reality. For instance, Mr. Baks sometimes 
stays away from soccer because he feels so aggressive. But he is 
unable to say this. Later on the instructor confronts him with his 
staying away. Mr. Baks hesitantly started with music, while the other 
creative activities are parleying with him too. Mr. (sport instructor) 
says that he had an appointment with him on Friday, Sunday and Monday, 
but Mr. Baks did not show up. Mr. Baks is also unhappy about Mrs. De 
Groot. Yesterday, this was somewhat discussed in the group, adds Mrs. 
(group leader). Mrs. De Groot looks to the men for protection, but 
drops them after a while. Mr. Baks' arm is covered with scars, which 
is why he does not want to participate in the various activities. 
However, this is psychic, says Mrs. (group leader). 
Mr. (sport instructor) comments that there are various ways of 
adapting. Mrs. (group leader) asks the teachers to keep calling for 
Mr. Baks but to avoid reproaching him if he stays away. Mr. Baks has 
many problems at the moment. He should go to Nicolai (intensive care 
ward JF) fast. The question is how to establish contact with him so 
that he may be a little more confident. He comes from a very sick 
milieu. His aunt (name) blames his mother for everything. He is afraid 
that we shall reject his relatives. The situation at home is very 
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convoluted. That is why he needs to check it, but this we cannot allow 
because then he won't return. It is necessary that we talk with Mr. 
Baks and Mrs. De Groot. 
(minutes taken by secretary) 
(Date - Wednesday) 
Mr. Baks was talking threateningly during and after a telephone 
conversation with his mother. His mother was going to visit him this 
afternoon. When I said that he should have consulted the general 
coordinator, he became very angry. Then you cannot talk with him 
anymore. 
That is why, when I locked his door for the night, I promised to visit 
him this morning at 11.00. 
Meanwhile, I found out from Mrs. (social worker for relatives) that it 
is part of Mr. Baks' program that his parents are allowed to visit any 
time. This should be recorded with the general coordinator and the 
porter's lodge. I tell him that he may call his mother. This is no 
longer possible, he says. He already talked with them about coming on 
Sunday. He also said that it was not nice of him to be so threatening. 
I asked him whether he had any other problems,. His arm bothers him 
and he grumbles about Dr. (G.P.) who says that there is nothing wrong 
with it and that he is allowed to work with it. He exercises it, but 
it is still stiff. Maybe he can go swimming; that is on his program 
this afternoon, but Mr. (sport instructor) is absent. 
I promise to give the sport department a call to find out whether he 
can still go swimming today. He can go at 11.00 a.m. with Mr. (other 
sport instructor). It is annoying that he was absent at the open 
swimming party on Tuesday evening, but then he had just got his arm in 
a sling. He will drop in at Dr. (G.P.). Nothing to worry about, just a 
muscle which got overworked and hurts a little. 
He is allowed to work with it, but if he feels he can't let him start 
on Monday. 
I put it in writing for the general coordinator and the porter's lodge 
that the team agrees that Mr. Baks' relatives, and especially his 
parents, may visit him any time. Meanwhile he went swimming and will 
discuss what other sports he will do. He is happy that the visiting 
situation has been solved and he thanks me. 
A Mr. Baks totally different from the one last evening. I have a 
feeling that he has a little more room, and I am not worried about his 
aggressive speech anymore. He called the Philips service center. His 
TV is ready to be picked up. I'll do that at the end of my shift. 
Mrs. (name group leader) 
Appendix XVII 
SOME OF THE "CLIPPINGS" OF A PATIENT IN INTENSIVE CARE (p.70) 
Period: one day. Literal rendering. 
(Date) 
At 10.00 a.m., Mr. Cats asks again for "De Telegraaf" (newspaper - JF) 
and the "morning bulletin". His "Telegraaf" is not there, which makes 
him very unhappy. While he is talking with me, standing in the 
doorway, Mrs. de Leur comes over to look at him. When she sees him 
without a shirt, she asks him: "Don't you have any clothes7 Would you 
like one of my T-shirts7 I have new ones1" "Yes," says Mr. Cats. While 
Mrs. De Leur goes to her room to get him a white T-shirt, I ask Mr. 
Cats urgently to refuse it while thanking her for the offer. "If it 
fits, I'll keep it". An hour later, he sits in his room, proudly 
wearing it. It does not quite cover his belly but it is the "cleanest" 
piece of clothing which I have seen on him in a long time. He keeps a 
deaf ear for all my explanations that it is not very proper to accept 
something like that. 
Mr. (name group leader) 
Mr. Cats' shopping list: 1 Mars bar. 
(Date) 
He is very proud of his T-shirt. I have rarely seen him looking so 
fresh. He is in a good humor, and receives his food and drink at the 
door. 
Mrs. (name group leader) 
(Date) 
Mr. Cats only wrote "cunt" and "prick" on his paper. He did not want 
to draw something else, when I told him that he behaved like a 
toddler. He asked me what I wrote about Mrs. De Leur. Other than that, 
he did not say much. 
Mr. (name drawing teacher) 
(Date) 
Mr. Cats wants to call his parents.The conversation consists of an 
instruction to fill a cassette tape with music. His brother asks him 
if it is clean ("it" means here Mr. Cats' room - JF). Mr. Cats thinks 
it is. He says this while he just told me that he stopped halfway. I 
ask him what this means in his relationship with his brother. He does 
not like cleaning up. I explain to him that we are not any different 
in this aspect, but that not cleaning up means that I shall avoid him 
because I don't like dirt. He may choose to become filthy himself and 
pollute his environment or not; others may choose to accept this from 
him or not. When I relate this also to his contact with his parents, 
he becomes afraid that I shall not allow his parents to enter. He asks 
whether his parents may choose to clean his room for him. I tell him 
that I shall try to convince them not to do this, but that it remains 
their choice. He thinks I make difficulties. I gave him a compliment 
that he already cleaned up partially. 
Mr. (name group leader) 
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Appendix XVIII 
CASE HISTORY, CALLED "THE STATUS", OVER ONE MONTH'S PERIOD (p.70) 
Literal rendering. 
General Until now, there is not much progress in treatment. 
Everything remains the same. Mr. Ploeg rejects ev/erything, 
does not want to talk about his feelings. With pulling and 
pushing, it becomes a nice story, but it remains a mystery 
how things work inside him. He is absent at educational 
activities because he makes debts. He buys some chairs from 
a fellow patient, for which he has no money, but he pays a 
certain amount each week. He has to work in the kitchen on 
Saturday mornings, for this money, which means that he 
cannot go to organ lessons. 
It is remarkable how often and how guickly Mr. Ploeg is 
ready to help others. He takes care, though, that the 
contacts he makes stay superficial and without content. He 
is afraid to take a stand, and tells the same story a little 
differently each time, in such a way that the person whom 
the story is related to comes out looking good. He makes 
sure that no one gets angry at him. It is noticeable that he 
is unable to participate when the atmosphere becomes 
intimate and cozy. Ue do not know why; he does not want to 
talk about it. There is no agreement about how he lands into 
criminal behavior. Being unable/unwilling to belong may be a 
motive. 
He goes on a vacation to (name town) with the (workshop) 
colleagues. There too, it appears that he withdraws from 
group events. He stays with the group, but he is unable to 
participate in the joint activities. When he is confronted 
with this, he does not understand: "It was fun, wasn't i f 
Why do they have to spoil it again''" 
In the monthly evaluation, the core question is: Who is Mr. 
Ploeg, really7 In the course of this conversation, Mr. Ploeg 
becomes emotional and starts to cry. He says that he cannot 
understand it, and he tries so hard. It is just like in the 
old days, when he was always kicked into the corner. 
Although things are getting a little more clear for others, 
Mr. Ploeg remains passive. 
Here are the same problems: not belonging, not showing 
emotions, doing a lot for others, but running away from 
problems. He never, or almost never, has contact with other 
members of the group. When they are talking about feelings, 
particularly, he withdraws immediately. He thinks he is 
doing well but he never consults anyone and does everything 
on his own. 
Prom the group, the question keeps recurring: how do you 
deal with things, how do you get practice, and how do you go 
ahead7 Mr. Ploeg does not yet have an answer. The group 
gives him a lot of warmth and a promise to help him. But Mr. 
Ploeg does not do anything with this. When he returns from 
vacation he has a lot of stones to tell, but they are just 
Contact 
group 
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stones. His experiences are not clear. 
Contact He looks for contact with the group leaders, goes after them 
with when they have to leave for a moment. These contacts are 
group superficial too. If they really talk about Mr. Ploeg and his 
leaders development, he refuses to commit himself and does not want 
to become involved. 
An appointment has been made to go with him through "The 
Body Book for Men". Mr. Ploeg does not take any initiative 
to prepare this. After the group discussion, he has a talk 
with a group leader about being kicked into a corner and how 
this happened to him at home. To his father on his deathbed, 
he promised that he would take good care of his mother. He 
really wanted to do that but she did not appreciate it. If 
he had troubles, she didn't notice them either. Mr. Ploeg 
thinks now that this was bad, because there were times that 
he had real problems. He had to solve them himself, and that 
is how it has remained. Slowly, some contact is growing 
between Mr. Ploeg and the group leaders, but we are far from 
our goal. Mr. Ploeg wants to figure it out by himself first. 
Other Mr. Ploeg has a lot of contact with a patient in another 
contacts group. This makes him confused because this patient 
committed a crime related to his homosexuality. The contact 
decreases after a while, it is not clear what is motivating 
Mr. Ploeg. He does not say anything about it. During this 
month, Mr. Ploeg calls his "foster mother" and tells her 
that he is going on a vacation to (name town). His "foster 
mother" encourages him to continue in this way, she feels 
this is good and she is happy for him. For the rest, the 
contact is superficial, they just talk business. He does not 
say anything about his problems. For him, things are just 
going well. 
Nobody visited him this month and he hardly sought contact 
with the world outside. 
Educ- Work: is just so so. He does his job, but does not look 
ational beyond that. When he is finished, he is finished and does 
activities not help somebody else. He does not have a notion of 
teamwork. He remains elusive and slippery in the (name 
workshop). After a number of work meetings, he sometimes 
comes over to ask whether there is anything else to do. He 
has to be told by someone, he does not see for himself what 
has to be done. 
Drawing: Indication: distraction. Mr. Ploeg is always there; 
he really works and is never absent. 
Mr. Ploeg has been connected with club-events, recreational 
activities during the weekend. Here, he really tries to get 
a few things going, but he does not get much further than 
his material (meant: "physical" - JF) presence. It is not 
clear whether he enjoys it. He is also the substitute group 
representative. He tries hard, in this function too, but 
what he heard he is unable to communicate with others. 
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Finances Financially, Mr. Ploeg has very few problems. He does not 
have an AWBZ-debt (see chapter I.l). This will be taken care 
of in January 19Θ2, when his benefit will arrive. He has no 
benefit at the moment. Mr. Ploeg asked the Financial 
Committee for ƒ 330.-. This is refused because he does not 
have a financial plan. 
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Appendix XIX 
PART OF AN ADVISE TO EXTEND THE TBR-ORDER (p.70) 
The complete advise report consists of Z{ pages. 
Literal rendering. 
(...) 
After the staff has collectively taken a clear position against Mr. 
Van One's behavior, initially characterized by demanding attention 
and illegal drugs, he succeeds in working on his treatment program for 
a couple of weeks. When, after this effort, he is not allowed more 
freedom fast enough, he starts slacking off. If he does not get what 
he wants, he is disappointed in such a way that it always becomes 
untenable for the other party. Often, the other seen s to be more 
disappointed with him than he is himself, and drops his expectations. 
The other feels sorry and tries to make it easier for him. The other 
is so much heckled and harassed by him, pestered or being kept 
occupied with destructive activities, that one gets too much of him 
and a strong feeling of sickness and being fed up. Nonetheless, the 
staff members who are daily involved with him still keep trying to 
offer him structure. Mr. Van Drie keeps spending more energy in 
avoiding of what is necessary but difficult, and in opposing the staff 
who confront him with reality. Time and again, he presents to them 
vague plans for a faraway future, or his immediate needs. He is unable 
to deny himself anything and build up something in slow steps. 
In avoiding treatment and looking for satisfaction of pleasure he 
draws fellow-patients with him (using hash together, cultivating 
cannabis plants). But ultimately, he remains alone because of his 
troublesome egocentric behavior. Neither granting some desired, 
limited freedom, nor if his movenients are limited, will induce him to 
seriously work at his development. Limitation of his movements to curb 
his negative influence on other patients and opportunities of 
avoidance is a reason for him to offer more resistance. He is verbally 
aggressive by badgering, threatening, and otherwise. One time, he hits 
a staff member. He irritates other people immoderately with his 
unconvincing and vague plans, his refusal to take some real steps and 
bear the consequences, his total addiction, expressed in whining to be 
spoilt. He pesters and discourages those who are working with him, and 
consistently shifts the responsibility from himself onto them. He only 
visits his psychotherapist consistently, but insights gained are not 
expressed in actions. However, his contact with his parents seems to 
be a little more personal. 
(...) 
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Appendix XX 
PART OF A REPORT ON ROLE-PLAYING (p.75) 
The complete report has 146 points. 
Staff members present: two group leaders, the leader of the role-play, 
an expert in group dynamics, a general coordinator. The report is made 
by a research assistant. 
Situation: Mr. Maat and the group leader have an argument about Mr. 
Maat doing or not doing his biology homework for the cooking class. A 
moment ago, the play leader suggested: don't give a judgement but go 
to the teacher, together with Mr. Maat. 
Group leader playing Mr. Maat = Mr.M 
Group leader playing group leader = GL 
Play leader = PL 
Play leader doubling as group leader = DGL 
The indented text concerns the play; the other text is discussion. 
(...) 
30. Mr.M: But I am telling you that I am doing my homework' 
31. DGL : I don't understand it. I want to know what is up. I 
want to go with you to your teacher. 
32. GL: To check. 
33. PL: Why check7 Just imagine that the teacher got it wrong. You'll 
see it over there. He does not want to, but 1^ want to go and 
do it. 
34. GL: Is that what we are going to play7 
35. PL: Of course. 
36. GL : Pieter, I suggest that we go to the biology teacher 
and have a little talk with her. 
37. Mr.M: That is not necessary. I told you the facts already, 
and if you don't trust me, then forget it. 
38. GL : It is not only to check it. Maybe there is a way she 
and you can figure out how you can make it in this 
course. The examinations are in May, in May you will 
be turned into the street ... 
39. Mr.M: (interrupting him) Then you might as well take 
everyone out of the kitchen, because they all have 
insufficient marks. 
40. GL : But you are in our group and I would like to try and 
help you' 
41. PL: Now you have to wipe away a tear. 
42. The audience starts laughing. 
43. GL: Now, what really ... 
44 . PL: ( i n t e r r u p t i n g him vehemently) No ' 1 Now go w i t h him to t ha t 
teacher ' 
45. GL: (after a few seconds of silence) That won't work. That really 
won't work. 
46. PL: O.K. That won't work. Won't that have its own consequences7 
47. Expert in group dynamics: You don't believe Pieter, and Pieter 
doesn't believe you. You don't say, in fact, that this is the 
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reason you don't want to go to that teacher. Actually, you are 
both in the same pattern. 
48. PL: And this you will encounter, if you will carry out this 
action. Pieter says: "You don't believe me". He is right. In 
your case he is right. O.K. Hang on. Take him with you to the 
teacher. See that you will succeed in this. 
49. GL : Pieter, I think we have a problem here. You don't 
believe me, and I don't believe you. This way, we 
shall never solve it. I keep thinking that we should 
have a talk with the teacher. 
50. Mr.M: Did not I explain to you how it is7 Why still go to 
her9 I study enough, and her tests are too difficult. 
51. GL : But your marks are insufficient. 
52. Mr.M: Everybody niakes insufficient marks. 
53. GL : Maybe the others are also going to see her. Who knows, 
maybe her subjects are too difficult for all of you. 
We can just talk. 
54. Mr.M: (after a long silence) So you want to decide what is 
going to happen7 I am not going with you. 
55. GL : So you don't want to make good marks7 
56. PL: Don't stay on the outside yourself' 
57. GL: I'll never manage. 
58. PL: Why not7 
59. Gl: You will always have this kind of conversation. His rigidity 
(...) 
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Appendix XXI 
ORGANIZATION OF DATA INTO FOUR CATEGORIES (p.85) 
A summary of what is known at the time of admission. 
Summary of data about Mr. Goes 
His date of birth (23 years of age, on admission) 
Date of his admission 
His civil status 
His past criminal history 
The motivation of the criminal sentence 
Some data about his parents and other relatives 
Sources used 
1. Behavior considered dangerous to others 
1) Tried to kill someone, while under the influence of alcohol and 
drugs. 
2) Is easily offended, with great danger for accidents. 
3) Many thefts and burglaries. 
4) Abuse of alcohol. 
5) Abuse of drugs. 
6) Rape (not much further known). 
2. Personal development 
General: he is ambitious. As a child, he always wanted to perform as 
well as his brother. As an adult, he wants to be respected by others. 
Up till now, he has been unable to achieve his goals. 
1) Normal intelligence, but 3x he had to repeat a grade, played hooky, 
up to 4th grade elementary school. 
2) Work: no vocational training. He had a lot of short and unskilled 
jobs in which he worked hard and well. They always ended because of 
conflicts or absenteeism. He wants to become a male nurse. 
3) Leisure time, personal choices: wanted to do everything his brother 
did, but did not persist. It is unknown what talents he has and 
what he likes to do. 
4) Physically: injury at birth. Did not walk until he was 3, but was 
carried. Later on, he started walking spontaneously. Too fat and 
lethargic as a child. Serious alcohol problems since he was an 
adolescent, many gastric complaints and headaches. 
5) Social skills, according to his age: mainly unknown. In the 
Selection Institute he seems able to keep himself and his room 
clean. Lived in lodgings. How7 
6) Social-economic basis, according to his age: unable to live from 
his earnings, which maybe he never learned at home. Has no 
possessions, or very few. Made money in occasional unskilled jobs, 
by theft, homosexual prostitution, assisting with crimes. 
3. Interaction with people in his own environment (significant others) 
1) Relatives: very little is known of his early childhood. Later on, 
his father expected him to get good school reports, to work and 
live regularly. He became disappointed with his son, and maybe 
dropped him. Mr. Goes called his father "unimportant". 
Mother: Mr. Goes always had the impression to be unwanted. He also 
experienced being discriminated against as compared to his elder 
brother and his baby brother too. Says that his mother maltreated 
him and misused him as a babysitter. Hates his mother. 
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The mother must have cared for him (carried him until he was 3). 
She is disappointed, finds it difficult to rear children. 
Elder brother: he succeeded where his brother failed. Mr. Goes 
tried to get him on his side against the parents. It did not work 
out. 
Elder sister: Took Mr. Goes in her home for some time, but that did 
not work out. 
Youngest sister and brother: Mr. Goes likes them. The relationship 
is somewhat superficial. 
Grandparents, uncles and aunts must have had some influence on Mr. 
Goes' life, because the family was living in with them during many 
years. Nothing is known about the influence. 
2) Self-selected others (i.e. selected by the patient): Mr. Goes seeks 
friends, male and female, but is usually rejected by them (friends 
of brother, children at school, fellow-patients in institutions). 
While in prison, he got acquainted with a girl (name) to whom he 
became engaged. 
About the victim (owner of a disco who made much of Mr. Goes), it 
is only known that the doctors consider complete recovery out of 
the question. 
3) Professionally related others: 
- school: unknown 
- employers: satisfied with his work, but conflicts always led to 
dismissal. 
- colleagues: unknown 
- others: unknown. 
4. Interaction with professional care-givers (see note 4) 
Generally: attention given to, and because of, problems and problem 
behavior. Hardly anything known about attention given to his personal 
development and more satisfying relationships with others (especially 
relatives). 
1) Not much known about situation 0 - 3 years: patient — father — 
mother — grandparents — doctor — probable contacts with 
children's health center. Patient was afraid of doctor. Not known 
whether school doctor gave attention to normally intelligent child 
who failed 3x, was too fat, was pestered, and started drinking. 
2) At the age of 15, Mr. Goes tried to get help in a home for 
juveniles, kept in contact with one of the people working there 
(name), during a long time. Had himself voluntarily admitted in a 
psychotherapeutic center for adolescents. 
3) Rehabilitation work stopped because he withdrew from guidance. 
Residential help stopped because of incidents. The parents talked 
with Dr. (reporting psychiatrist) and with the Psychiatric 
Observation Clinic. Nothing is mentioned about eventual contacts 
between parents and police, the psychotherapeutic center for 
adolescents, rehabilitation officers. 
4) Interchangeably, Mr. Goes evokes sympathy for his willingness and 
helplessness, and antipathy because of his boasting. Demands a lot 
of attention, which, however, did not get him to act, but to make 
plans only. 
5) There is hardly any agreement between him and his care-givers about 
what might be the problem; many problems are denied or rejected by 
him. 
(J. Feldbrugge) 
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Appendix XXIIa 
VIGNETTES OF MR. LUYKS, BASED ON DATA FROM STAFF MEMBERS (p.96 and 
questions of figure 1, p.100 — see appendix XXIIb) 
I. Description of the treatment stagnation by the treatment team 
la. Perspective of staff members 
The team does not know what to do with Mr. Luyks. Is there 
anything wrong with him9 He seems to be staying in the clinic 
voluntarily. Is it possible to grant a provisional release"7 
lb. Perspective of investigator 
1) The problem may be identified as "no contact", because the team 
does not seem to get any "hold" on Mr. Luyks. 
2) Presentation of the treatment stagnation by the treatment team 
may be identified in the framework of "head nor tail", because 
the team is unable to state a problem, in spite of pressure 
from the outside. 
II. Discussion of the stagnation: exchange of information 
IIa. Perspective of staff members 
During the discussion, the questions of the psychiatrist 
consultant (PC) clarify that Mr. Luyks is leading the team members 
astray (, 10, 12, 20, 22). He makes them believe that his behavior 
is not dangerous and that he has been voluntarily committed by 
TBR-order. He repeated his criminal offenses several times, after 
a confrontation with some former victims had taken place. The team 
members seem to survey the facts concerning Mr. Luyks 
insufficiently. 
IIb. Perspective of investigator 
3) It becomes manifest as a repetition of interaction that Mr. 
Luyks makes himself more or less invisible, and that team 
members do not "see" him: they do not know the facts of Mr. 
Luyks' history (8, 10, 11, 12, 13, 14, 16, 35). Being uncertain 
about Mr. Luyks the team members tend to hold onto small 
details, such as the fact that he is studying (22). 
4) It is apparent from data in his personal file that people in 
Mr. Luyks' environment have often felt ill at ease and 
distrustful towards him, though unable to get a grip on his 
stones. Often, it appears to be impossible to inventanze his 
capacities and previous performances, even by accurate 
checking. He is always suggesting progress, according to many 
previous reports, which may be read in phrases like these: "A 
start has been made with a trusting relationship"; "Client has 
become able to say that he finds it hard to ..."; "Client has 
started now with a course A (B, C, D, etc.)". That is why the 
actual interaction may be conceived as repetition. 
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5) The interaction repetition described here is clearly put into 
words in the discussion report and the question of interaction 
repetition is explicitly asked (22). 
III. Discussion of the stagnation: the experience and meaning of 
interaction repetition 
Ilia. Perspective of staff members 
The PC is working out that Mr. Luyks repeated his offense several 
times, after an intensive confrontation with former victims. She 
presumes that the occurrence gave an experience of power to Mr. 
Luyks, while this experience is unknown to the staff (22, 59, 63). 
This train of thought seems to be acceptable to the team members 
(64). 
11 lb. Perspective of investigator 
6) After the interaction repetition has been mentioned (22) it is 
discussed within the framework of the patient's behavior and 
experience, and the team members' behavior. It is not discussed 
nor does it become clear from the discussion report what the 
team members may experience and what makes them have such a 
loose hold on the facts. They know that knowing basic facts 
about patients is required. But why are they unable to meet 
this requirement with this particular patient"? 
7) During the "indication staff meeting", Mr. Luyks managed to 
overwhelm the staff members with information, by writing a long 
preparatory note without any organization of subjects or 
identification of problems. He alludes to many things, and, 
thus, gives the impression of being open. However, because of 
its confused character, his very extensive note could hardly 
lead to any questions, unless it would be read with a pencil in 
hand. 
Mr. Luyks does not know what to say when, during this meeting, 
the psychiatrist director and the workshop supervisor talk with 
him factually and in great detail; then he becomes helpless or 
tries to escape to another subject. The report of the 
"indication staff meeting" provides many examples of such 
behavior. 
IV. Discussion of the stagnation: planning 
IVa. Perspective of staff members 
The planning contains a large number of detailed points of advice: 
make sure that you really know the facts, and study the facts with 
him (20, 22, 41, 43, 59, 68, 70, 78). Let him say for himself what 
he wants, do not fill in for him what should happen (26, 35). 
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IVb. Perspective of investigator 
8~) In this case, planning consists oF naming and ranking Facts, so 
that the treatment team and Mr. Luyks may work together From 
the same base. In this way, planning complements the 
description oF the problem in terms oF "no contact". Emphasis 
is placed on trying to reach the patient, by going Further into 
what he thinks is needed. 
9) The bulk oF the planning is designed by the PC. 
10) It is not mentioned in the report whether the treatment team 
will be able to realize the planning. The team, and especially 
the supervisor Mrs. C, seem to have problems with the planning 
(71, 83, 85, 87, 92, 94, 108). 
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Appendix XXI Ib 
PARTS OF THE TEXT ON WHICH MR. LUYKS' VIGNETTES ARE BASED (p.192 — 
see also appendix XXIIa) 
Consultation discussion of 1 hour. 
The discussion report was made by the investigator with the aid of a 
tape recorder. The complete text has 123 points; the last ten minutes 
of the discussion were done without a recorder. 
Phrases of the original report have been rendered literally where this 
seemed possible, according to the investigator's judgement. Only those 
points have been used which concern the vignettes, since the report 
should be used sparingly because of reasons of anonymity. With regard 
to anonymity, small alterations were made in the report and some 
details omitted, without affecting the original vignettes. 
Staff members present: three group leaders, the supervisor/social 
worker for contacts with relatives, the other supervisor belonging to 
the team, the psychiatrist-consultant, the investigator. 
Description of the treatment stagnation by the treatment team: 
perspective of the staff members 
The members of Mr. Luyks' treatment team want to discuss his treatment 
with the psychiatrist-consultant (PC). Over the telephone, the PC asks 
for a formulation of the problem she is consulted about, several 
times, in order to prepare herself. The team do not succeed, however, 
in providing a clear description of the problem. After the PC's 
insistence they send her the complete case history (over 100 pages), 
and all data collected with regard to the patient's admission and 
"indication staff meeting", without adding a formulated problem 
(personal communication by the PC). 
From the consultation report: perspective of the staff members 
3. PC received a little note from the treatment team about this 
consultation. Her question is: what is the team going to do9 Or 
better yet: what is Mr. Luyks going to do7 
4. The investigator asks for the reason of the consultation. Is it 
clear to everyone7 
5. PC: the treatment team sent a note. They are in doubt. Do they 
have to go on working towards rehabilitation, or should they keep 
Mr. Luyks inside7 
6. PC: there is no framework for this question, because it remains 
vague what society wants, or Mr. Luyks, or the treatment team. Do 
the team have a synopsis of the criminal record7 The group 
leaders do not have it, evidently, because no synopsis was 
included with the case history and other papers they sent. 
8. PC: does anyone have an overview on what is the matter with Mr. 
Luyks7 The case history mentions thefts. Thefts were discussed in 
the "indication staff meeting", because Mr. Luyks mentioned them. 
Someone else talks of a gun, so, apparently, there is more. 
9. Group leader A: he said in the "indication staff meeting" that 
Mr. Luyks with a gun is dangerous, in his opinion. Mr. Luyks did 
247 
not react and Mr. A did not mention it again. The subject just 
disappeared under the table. 
10. PC: it was not the first time this happened. Mr. Luyks committed 
three armed robberies, but these are not mentioned in summaries 
made by the team. Did the treatment team ever read an official 
police report on Mr. Luyks' offenses7 
11. Group leader В heard from Mr. Luyks how he used to commit a 
robbery. 
12. PC: that is his own story. The official report shows the way 
other people perceive his behavior. You do not know what you are 
talking about, unless you know this. 
13. Supervisor/social worker for relatives, Mrs. C, says: that is 
true. In 198- three armed robberies, and in 197- also a few. 
14. Group leader D: was this the first time7 
15. Mrs. C: yes. 
16. PC: an important aspect of those robberies has not been 
discussed. Previously, Mr. Luyks had talked with victims of one 
of his robberies. This had been a very moving experience for 
those victims and Mr. Luyks. What does it mean that Mr. Luyks 
commits several robberies after that7 Stealing is easier, and Mr. 
Luyks says that he steals. He is experiencing something in these 
robberies, which has not been investigated by the treatment team. 
17. Mrs. C: Mr. Luyks says that this makes him feel a person. 
20. PC: the treatment team should not only rely on Mr. Luyks' 
description but try and find out what kind of a man he is. Why 
did the court send him here7 
22. PC: he is a talented man who is repeating his offenses with an 
increase of aggression. PC does not sufficiently know the family 
interaction, but more information is available on that. You have 
to know this to be able to talk with him sensibly. Which mutual 
expectations were dominant in the family7 To what pattern of 
behavior did this pattern conduct him7 Is he repeating it here 
and do we go into it 7 Do we reinforce it 7 
Many things remain unfinished. He starts studying but does not 
keep it up; that is to say, he studied for 4 years on a program 
which takes only 1 year. This means that something is wrong. 
25. Mrs. D: his stones are empty of meaning. How may one get a view 
on him7 
26. PC: beware that the treatment team should get an insight. The 
team members note that Mr. Luyks lies to them and uses alcohol. 
But whom is he lying to 7 Be sure not to go one single step ahead 
of him, if he does not want to take the same step. Does he want 
to study7 If so, why does not he do it 7 He does not want to 
study7 Why does he not stop then7 It is unreal now. 
31. Supervisor (colleague) Mrs. E: not everything around Mr. Luyks is 
unreal. He appeared to have problems with cooperation, in one of 
the workshops, because he either puts himself above another 
person, or ... (somebody interrupts). 
35. PC: does the treatment team listen to the workshop supervisor7 
She said: "Mr. Luyks should manage this workshop because he would 
learn from this experience". Nobody reacts to that. We believe 
that he should have an outlook to the future, but it is not his 
outlook. What is his outlook7 His dangerous attitude, what he 
wants to achieve, what his problems are, what his relatives 
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expect from him, all this remains fuzzy. 
40. Mrs. E: a practical difficulty is that he conforms to everything 
you raise. We do not succeed in letting anything come from 
himself. 
41. PC: first, the treatment team should list what they can do and 
what they should avoid. You might check with him the way he 
spends his time, in a weekly schedule. With someone who does not 
finish anything you should agree on very few projects only, and 
let him finish one first. 
42. Mrs. E: then it is still us who are providing him with a 
structure. 
43. PC: the treatment team should have a structure for themselves 
just to know what should be avoided, and then look at priorities, 
together with him. Doing everything at once will guarantee that 
nothing will be finished. Apply a lot of structure to get a 
little bit done. 
52. PC: the treatment team should discuss with Mr. Luyks the report 
made when he was admitted, so that he can make notes. The report 
of the "indication staff meeting" is up in the air, if this would 
not be done. 
55. Mrs. E: with Mr. Luyks, should we aim at "trying to agree with 
him", or should he finish something first9 When once he will do 
that, he has less to hide or to conform to. 
59. PC: the treatment team should be informed of the facts. At the 
moment, there is always someone who may remember something, but 
those facts disappear again. 
62. Mrs. D thinks it is hard to estimate how dangerous he is. She 
does not consider Mr. Luyks very dangerous if he would go outside 
now. 
63. PC: he is not acutely dangerous. But: 
1. he slips and will not admit it; 
2. there is a question of a scary display of power, which we did 
not recognize. 
64. Mr. A: he used a shiny pistol like in a television series. He 
knows himself that he is playing a role and becoming a "hero". 
66. PC: these are facts' These were lacking until now. 
67. Mr. B: you lose sight of them. 
68. PC: but you did not read the papers. That is necessary lest you 
get your information from the patient only. Mr. Luyks is playing 
a role which is running away with him. He succeeds in remaining 
promising, on top of that. 
70. PC: the team's priority should be to collect the facts. Then, to 
understand the pattern of behavior from them. Not what he is 
feeling, but what he is doing. 
71. Mrs. D is inclined to go along with his psychologizing, at first. 
Then you usually stop listening because you do not buy anything 
with that nonsense. 
78. PC: the treatment team must read the papers and list the facts. 
Everybody must read the official police reports, to understand 
not only Mr. Luyks' feeling of impotence but also his feeling of 
power. 
82. PC: make a weekly schedule aimed at getting an agreement, with 
room for discussion between the treatment team and Mr. Luyks. 
Look from which angle to set up these discussions: from the 
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documents'' from the relatives7 The latter is to be preferred, if 
there should be time and room: a series of discussions between 
Mr. Luyks and his relatives, aimed at finding a mutual base. The 
relatives have to come here. 
83. Mrs. С knows that her predecessor never succeeded in getting the 
relatives here. They will come on Sundays only, because one of 
them has a job on Saturdays. Mrs. С is unable to come on Sundays. 
84. PC: check whether it is true that they cannot come unless on 
Sundays. 
85. Mr. A: that will take a couple of weeks again. 
86. PC: you may send a xeroxed letter to each of them, and eventually 
enlist Mrs. F (former staff member, expert in group dynamics) for 
discussions with Mr. Luyks and his relatives. 
87. Mrs. C: Mrs. F wants to work with staff only; not with a patient 
and his relatives. 
90. PC: in that case she may help the staff members. 
92. Mrs. C: then we are doing our best, while Mr. Luyks will drop it. 
93. PC: I am not concerned whether they as a family function well or 
not; it is important only to know how they functioned as a family 
previously and how they are functioning now. 
94. Mrs. C: can you not discover this from the documents7 
95. PC: if you will ever have seen the patient and his relatives 
together, you will get the picture and you will not forget it 
anymore. 
96. Mr. B: so it does not have to be a series of talks7 
97. PC: no, just a few sessions to get a good impression. 
102. PC: at this time, the goal is to get things clarified. We may see 
further if Mr. Luyks and his relatives should want more. 
Especially the group leaders should have a very clear view, lest 
they will be avoiding him, as we know from experience. 
107. PC: did the treatment team read the records from the court's 
procedures7 
108. Mrs. C: we do not possess these papers. Usually, they are rarely 
there. Nobody from the rehabilitation service or the clinic 
attended the trial. 
118. PC: look for something with real feedback, in working with Mr. 
Luyks, such as taking a study course, or being employed. 
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Appendix XXIIIa 
VIGNETTES OF MR. TAS, BASED ON DATA FROM STAFF MEMBERS (p.96 and 
questions of figure 1, p.100 — see appendix XXIIIb) 
I. Description of the treatment stagnation by the treatment team 
la. Perspective of staff members 
Again, Mr. Tas acquired a special position within the patient 
group, with privileges granted by the treatment team (1, 3, 4, 5, 
9, 13, 16, 17). The team realize they are no match for Mr. Tas 
because of his threatening attitude, and they do not feel 
sufficiently strong to infringe upon his position (1, 3, 11). In 
role-play, they look for training and courage, to cope with a 
confrontation with Mr. Tas (1). 
Ib. Perspective of investigator 
1) The problem may be identified as "abuse of contact". This label 
is based on the acquired privileged position and special 
relationships with staff members which have developed. 
2) Presentation of the treatment stagnation by the treatment team 
may be identified in the framework of "the patient is the 
cause", because the team consider Mr. Tas' attitude of 
dominance and threat definitive for the present problem (2, 32, 
35). 
II. Discussion of the stagnation: exchange of information 
IIa. Perspective of staff members 
The discussion is focused on the fact that Mr. Tas becomes 
extremely tense if one wants to impose limits on him. Then, such 
behavior silences his fellow-patients, who just wait for an 
eruption (110, 13, 161). The group leaders anticipate Mr. Tas' 
tension every time even before it occurs. They try to deal with it 
in a variety of ways: they put into a guestion form, whatever they 
want to say to him; they wait for the right moment; they try to 
talk with him separately in order not to get the worst of it (69, 
77, Θ0, 101, 102). 
IIb. Perspective of investigator 
3) During the role-play, it becomes manifest as a repetition of 
interaction that Mr. Tas, in a non-verbal way, evokes anxiety, 
tension, and feelings of being threatened in other people, and 
that they behave according to these feelings. 
4) It is apparent from data in his personal file that Mr. Tas 
creates a willingness to care for him and protect him against 
problems, among people in his environment, professional 
care-givers included. He manifests domineering and violent 
behavior towards victims of his offenses. That is why the 
actual interaction may be conceived as repetition. 
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5) The interaction repetition described above can be explicitly 
found in the report on the role-play, and the guestion about 
interaction repetition is clearly asked. 
III. Discussion of the stagnation: the experience and meaning of 
interaction repetition 
Ilia. Perspective of staff members 
The way in which Mr. Tas may be experiencing the usual interaction 
is not clarified in the role-play, although this is explicitly 
asked by some staff members not belonging to the treatment team 
(173, 354, 372, 384). Is it too difficult for the team to reflect 
on this9 
The experiences of the staff members are discussed in detail (32, 
34, 35, 101,103, 104, 105, 215, 230, 232, 240, 428). 
Illb. Perspective of investigator 
6) The interaction repetition is discussed within the framework of 
Mr. Tas' behavior causing the interaction problem, and the 
behavior and experience of the team members. The experience of 
the team members is the focal point. 
7) During the "indication staff meeting", a group leader is 
worried that, when Mr. Tas gets hurt, he may suddenly react 
very violently. Mr. Tas looks pleased and makes it perfectly 
clear that the environment should protect him against feelings 
of hurt. Mr. Tas evades the issue when the director confronts 
him with this behavior: is it not better to look pleased, than 
to look sour, etcetera. The report on the "indication staff 
meeting" contains may illustrations of such interactions. 
IV. Discussion of the stagnation: planning 
lUa. Perspective of staff members 
Planning is designed by mutual discussion. It is agreed that the 
team members shall try and take a more clear stance when dealing 
with Mr. Tas (141, 142, 170, 355, 377, 381, 382). This will make 
them less responsive to manipulation by his aggressive behavior or 
his pathetic attitude (381, 382). 
IVb. Perspective of investigator 
8) Inthis case, planning consists of setting clear limits. 
Planning complements the description of the problem in terms of 
"abuse of contact", in this way. Emphasis is placed on 
confrontation. 
9) The planning is designed by all participants together: group 
leaders, supervisor, leader of the role-play, and others. 
10) The report on the role-play shows that the treatment team is 
able to understand this planning and work with it. 
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Appendix XXIIIb 
PARTS OF THE TEXT ON WHICH MR. TAS' VIGNETTES ARE BASED (p.192 — see 
also appendix XXIIIa) 
Role-play of 2 hours. 
The discussion report was made by the investigator with the aid of a 
tape recorder. The complete text has 442 points. 
Phrases of the original report have been rendered literally where this 
seemed possible, according to the investigator's judgement. Only those 
points have been used which concern the vignettes, since the report 
should be used sparingly because of reasons of anonymity. With regard 
to anonymity, small alterations were made in the report and some 
details omitted, without affecting the original vignettes. 
The indented text concerns the play; the other text is discussion. 
Staff members present: 
- from the treatment team: 4 group leaders and the supervisor 
- the leader of the role-play (PL) 
- 4 other staff members 
- 9 other staff members behind a one-way screen. 
- the investigator 
The treatment stagnation: perspective of the staff members. From the 
report on the role-play 
1. PL^  lists some options for the role-playing this morning: to get 
an advice concerning the group leaders' attitude towards Mr. Tas, 
to clarify the group leaders' role, to realize what Mr. Tas might 
experience in this situation. These options have resulted from 
the staff discussion of this morning, in which the treatment 
team, with the approval of the staff, decided not to go along 
with Mr. Tas' request for work outside. 
3. PL summarizes two previous role-play meetings. The first time, 
the reason for it was the contribution of group leader Mr. A. 
Although he left Mr. Tas' group over a year ago, he still felt 
oppressed about his relationship with Mr. Tas. The second time, a 
role-play evolved around it. Two situations were played: one in 
which Mr. Tas threatened Mr. A, and one in which Mr. Tas shared 
with him his feelings of loneliness. These two situations 
together were supposedly determining Mr. A's attitude towards Mr. 
Tas. The decision was made to continue with these situations in 
order to gain more insight into the problems which make it hard 
for a group leader to do what he wants to do. 
It may be good to recapitulate what was mentioned in the staff 
meeting this morning: to take away from Mr. Tas the function 
which provides him with an exceptional position, i.e. making up 
the duty roster for the patient group. This is something 
practical which you want to discuss with him anyway. 
4. Supervisor Mrs. S: and which is related directly to the 
pathology. 
5. PL^  asks group leader Mrs. В whether she can say something about 
it, in view of her special relationship with Mr. Tas. 
General laughter. 
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9. PL suggests an allocation of roles: Mrs. В and group leader Mr. 
£, both of them belonging to the treatment team, will be group 
leaders. Which one of them will tell it to Mr. Tas? 
11. Mrs. В and Mr. С consider the group discussion a good opportunity 
to do this. It will take place 5 days later. 
13. Mr. D, group leader of another team asks whether the news can 
wait until then, because Mr. Tas will read it today in the 
"afternoon edition" (see Appendix VI). 
16. Mr. A thinks the decision will be hard to take for Mr. Tas. 
17. Mrs. S believes that Mr. Tas is quite comfortable in the clinic 
if he is able to take a somewhat superior position. But if you 
state clearly this that will be finished and that you will be 
really going to treat him now, it will become a different story. 
It is customary to discuss such a decision immediately (in 
practice: during lunch - JF). 
24. Mr. С feels it is a better idea to discuss it during the group 
meeting. The other patients will be more willing then to pay some 
attention to Mr. Tas. During mealtime there is more noise and 
confusion. 
30. Mr. С concludes after some deliberation: it is better to tell him 
the news immediately. 
32. PL_ asks whether he will give the message by himself, or with his 
colleagues. 
33. Mr. С prefers to do it together with somebody. 
34. Mrs. 5 asks whether he feels safe enough. 
Silence. 
35. Mr. E, general coordinator, thinks that the role-play should go 
into that. Of course it is a very unsafe situation. On the other 
hand, let's not be any more explicit with Mr. Tas than we are 
now, for instance, by approaching him with a group of five people 
57. In the beginning of the play the group members are seated 
around a table and they all talk at the same time. On the 
tape one can hear phrases of discussions about "bread", 
"morning bulletin", "going to work", etcetera. In the 
background, Mr. A in the role of Mr. Tas (A/Mr. Tas) makes a 
lot of noise in the kitchen. Occasionally he puts something 
on the table or takes it away. 
69. Mrs. В makes several attempts at getting A/Mr. Tas to sit 
down at the table: We won't get anywhere, this way. Can we 
talk about it or not7 
77. While A/Mr. Tas yells things like "always talking' You can 
never have a quiet meal here'", Mrs. В finds: you cannot 
stand it that we talk about it now. 
78. A/Mr. Tas: No. 
79. Fellow-patient: that is logical. We are now eating. 
80. Mrs. B: what is needed for talking7 
Silence 
Mrs. B: Paul7 
81. A/Mr. Tas: I am leaving. (He gets up, takes his plate, and 
sits down somewhere else in the room. 
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82. Mrs. В asks for the opinion of the group members. They say 
v/ery little and one after the other leaves the table. A/Mr. 
Tas is still protesting from a distance. 
9Θ. PL: let's stop the play for a moment. Paul is sulking in the 
living room. So, he did not really leave. 
101. Mrs. 5 noticed that Mrs. В looked so questiomngly at A/Mr. Tas. 
Her intent was: "We want to talk about it", but now she is asking 
whether they could talk about it. 
102. Mrs. В put it in the form of a question, because A/Mr. Tas was 
sitting there with a plate in front of him and she did not want 
to get the plate thrown at her. 
103. Mrs. S asks whether Mrs. В could say: "Paul, I have to tell you 
something unpleasant and I don't want a plate thrown at me. Will 
you please remove the plate for the moment'7" 
104. Mrs. В does not dare to do so. 
105. Mrs. S understands. 
106. Sport instructor: does the group tolerate that you are discussing 
this subject during lunch9 
109. Mr. D: almost everyone left. 
110. Mr. E: when Mr. Tas is tense, the group wait anxiously what is 
going to happen, what is permitted to him and what isn't. 
113. Mrs. 5: Mr. Tas communicates his mood by kicking against doors, 
etcetera. Then everybody knows: one wrong word ... and beware' 
141. PL suggests a play with less resistance from the other patients, 
and with a more assertive stance of the group leaders. 
142. Mr. С wants to be able to tell Mr. Tas to remain calm, without 
plates flying around. 
151. PL suggests that Mr. С prepares himself about which message he 
wants to give to Mr. Tas precisely. 
161. Mr. С would like to say that the team told the staff that Mr. Tas 
holds a very commanding and preponderant position in his group. 
The group becomes silent and waits for the explosion when he gets 
angry. Further, the team told that, in their view, making the 
duty roster means a reinforcement of Mr. Tas' exceptional 
position. 
170. Mrs. S agrees with the content of Mr.C's message, but his tone of 
voice should be more decisive and in line with his decisive 
words. Otherwise Mr. Tas will walk over you again and the group 
cannot feel that you are in charge. You have to play it 
resolutely: "We are in charge now1" You have to approach him all 
geared up. 
173. The investigator asks which way Mr. Tas can turn. If you only 
close off what should not happen anymore - and the team seems to 
be clear about that - the conversation is doomed to fail. What 
future prospects are there for him and with him7 
174. Mrs. B: he has to resume what he broke off. But there is no 
agreement with him about that. 
175. Mrs. S: he had too much space to remain in opposition. First, we 
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have to limit that space before we could come to an agreement. 
179. Mr C; Come and join us, Paul7 First, I would like you to 
remain calm when we talk. Is that possible7 
180. A/Mr. Tas is yelling continuously: you are destroying me' 
etcetera. 
182. Mr. С insists on an answer to his question. A/Mr. Tas walks 
away from the table. 
1B6. In the discussion afterwards, Mr. A/Mr. Tas explains: you were 
asking me to agree, during the play. Then I am able to get angry, 
attack and reproach you. 
187. Mrs. 5: if someone asks your permission, then you can decide. 
189. PL^  asks whether Mr. С is sure that he wants this pre-condition. 
190. Mr. С is sure, because it will determine the rest of the 
conversation. 
199. In the following play, Mr. С sets the pre-condition. When 
A/Mr. Tas starts yelling, he goes on talking in a louder 
voice. He is able to finish his message and A/Mr. Tas leaves 
the table while yelling. 
215. Group leader Mr. F in the role of a patient sits at the 
table, laughing uncontrollably. 
216. PL_ asks what is the matter. 
218. Mr. F is unable to talk because of his laughing. 
219. Mr. E: this is very annoying. 
221. PL wonders if it is só thrilling ... He never saw Mr. F laughing 
like that before. What happens is very thrilling, evidently7 
225. Mr. A/Mr. Tas noticed that Mr. F fell out of his role when he 
started lisping just like Mr. Tas. Because it was a caricature7 
Or because it really happens like this7 
226. Mr. F: because it really happens like this. 
229. Mr. D thought that, physically, Mr. A/Mr. Tas made a perfect 
resemblance of Mr. Tas: panting, lisping, to be só domineering 
with it ... 
230. Mrs. 5 thinks they also laugh because they realize it is not 
real. Because, looking from a distance, ... 
231. Mr. F, vehemently interrupting her: it is real1 
232. Mrs. 5: but you would not sit laughing here, in reality. 
239. Mrs. В thinks it is thrilling, and she rarely finds the 
experience só thrilling in real life. In her contact with Mr. 
Tas, she usually has more opening gambits than she has right now; 
here, she does not know how to deal with it. 
240. PLj does the play make it more difficult than it really is7 
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241. It does for Mrs. B. 
242. For Mr. C, this play is very close to reality. Maybe because he 
does the talking, while Mrs. В looks on. 
271. After an arrangement that Mrs. В shall do the conversation, she 
suggests that she may do it this way: "We talked about you this 
morning in the staff meeting. As I told you already yesterday, 
working outside is not possible. We also talked about your 
resistance. We discussed that too, yesterday. We think ..." 
272. Mr. E interrupts. He had a long conversation with Mr. Tas, among 
others about his exceptional position in the group, some time 
during this week. They mutually agreed that Mr. Tas manoeuvers 
himself into such a position, that he always wants a special task 
to avoid regular duty, like the other patients. Mr. E then told 
him that it would be wise to exchange that task with another 
patient occasionally, and to stop finding excuses. They agreed 
that these were excuses, tricks, etcetera. 
284. Mrs. В may tell him that we think it is necessary that he gives 
up his special task, and that he should stop to be the 
determining factor for the atmosphere in the group. 
294. Mrs. B: Well, Paul, we talked about you this morning. Did 
you hear about it already"7 Well, it is like this. 
Working outside is out of the question. That won't 
surprise you, we expected that. But we also talked 
about other things, for instance, that you should 
stop making up the duty roster. That is a shock, 
ins't it 9 This is what you need, because you, in 
turn, like the other people, ... 
295. A/Mr. Tas: What I need is a leave. And when may I work 
outside the с П т с 9 
296. Mrs. B: Listen. First of all, it is necessary that you have 
a place among the others and not above them. 
297. A/Mr. Tas: Yes. You always say that. 
298. Mrs. B: Please listen. You are an exception in the group 
right now. Nobody makes up the duty roster 
permanently. 
299. A/Mr. Tas (panting, swallowing, sobbing): I don't want 
anything anymore. I don't want anything at all 
anymore. 
302. Mrs. B: try to think about it first. This is your first 
reaction. ... (unintelligible) ... to be so angry. 
303. A/Mr. Tas: I am going to my room. You don't have to come by 
anymore. I'll never ask anything anymore. It is your 
business. (Gets up from the table and seenis to start 
leaving). 
308. Mrs. В (grabs him by the arm): Paul, come on, wait. Sit 
down, Paul. 
309. A/Mr. Tas: No, Monica. 
354. In the general discussion after the play, having entered from 
behind the one-way screen, the general coordinator Mr. G remarks 
that the message for Mr. Tas makes a conversation almost 
impossible. Something like: "Paul, working outside is out of the 
question. You knew that because we discussed that yesterday. You 
also have to quit making up the duty roster". He knows he is 
exaggerating a little, but that is the message, essentially. This 
must give the impression to Mr. Tas that we are taking everything 
away from him. Knowing him you can bet that he thrives on this. 
How can you ever have a meaningful conversation about important 
issues with him, in this way7 Aren't the group leaders looking 
for a different way, because it does not work this way9 
355. Mr. E thinks that you cannot expect a meaningful discussion. Mr. 
Tas needs two or three days to digest the message. You can talk 
about its background after that. That is point one. Then, Mr. G 
talked with him about his resistance yesterday, and Mr. E did 
that the day before yesterday. He is very well able to connect 
the two. Mr. E told Mr. Tas to come up with ten reasons for 
holding the power to himself. 
356. PL thinks that Mr. G's remark relates to that of the investigator 
(173). You are limiting him, while adding more limitations 
without offering anything positive. 
366. Mr. E wonders what perspective we can offer him. He is so dreary. 
377. Mr. H, assistant psychiatrist, noticed that, as the group leaders 
became more resolute in their behavior, A/Mr. Tas became more 
inclined to accept things as they are. 
380. Mrs. B: he puts up less resistance. 
381. Mr. H: and he feels more support. This was also noticeable in the 
two different approaches of Mr. C: first not sure, waiting, and 
the second time more resolute. A/Mr. Tas reacted clearly to it, 
even though he walked away. The difference with Mrs. B's approach 
was striking. During the preparation, she seemed very insecure 
abuout what to tell him, but during the conversation she was less 
unsure and more empathie, more sensitive to A/Mr. Tas' feelings. 
He reaction to that was very different from that to the more 
decisive approach. He acted more pitifully, but resigned 
simultaneously. The decisiveness is important, your own 
conviction. 
382. Pl_ thinks that the decisiveness and conviction may be mustered 
if, at least, one has some faith in his perspectives. Although it 
may seem to be just a matter of handling it properly, you also 
have to know the purpose. His dominance is one problem, his 
pitifulness another. If he does not get you with one attitude, 
he'll do it with the other, even though he may be largely unaware 
of it. Either he'll start making so much noise that your courage 
will fail you, or he'll appeal to your sympathy so that you dare 
not push him further down. 
426. Mr. E wants to go back to Mrs. В and Mr. С who shall give Mr. Tas 
the message. 
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42Θ. Pij Do you dare to do it together7 Or, daring, ... that is the 
wrong word. We should not make it something scary. 
429. Mr. E too feels that we are exaggerating a little. 
442. Mrs. 5 says cordially to Mrs. В and Mr. C: I'll hear it later. 
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SUMMARY 
The Dr. Henri van der Hoeven Kliniek in Utrecht, the Netherlands, 
(hereafter to be called "the clinic") has been in operation for over 
thirty years. Nonetheless, it appears to be difficult, if not 
impossible, to describe a common frame and, eventually, certain 
patterns, in its working procedures; descriptions generally limit 
themselves to normative statements and explanations, or accidental 
illustrations. 
In chapter I, the problem is stated and explained. The clinic was 
founded in 1955, by Baan and others, as a treatment center for 
patients who, after a criminal offense and because of defective 
development or mental impairment, were committed by a court order. 
Purpose of the treatment is rehabilitation of the patient. 
The disorder of the patients concerned has long been regarded as a 
sort of residual category in psychiatry. Patients of this category are 
characterized by repetitive inadequate social behavior and called 
"psychopaths" or "sociopaths" or people with an "antisocial personal-
ity disorder". Their disorder was, and is, considered by many profess-
ionals as impossible to cure. 
Baan disagreed fundamentally with this point of view because his 
experiences acquired by examination of a great number of patients were 
different. He believed that defective developmental and socialization 
processes had been a crucial factor in the origins of the disorders 
which had led to crimes and other social maladaptations. In Baan's 
view, development and social intercourse, therefore, had to be an 
equally crucial factor in treatment. He founded treatment on contact 
between the individual patient and those who would treat him, and on 
the interaction or exchange between them. He designed the clinic as a 
controlled psychotherapeutic environment. 
In the clinic, these basic treatment principles have been maintained 
and enriched with new insights. The clinic has constructed, developed 
and adapted its organization with a view to its purpose, which is to 
be reached by realizing the current treatment ideas. The operation of 
translating treatment concepts into individualized treatment plans 
aimed at rehabilitation is, however, insufficiently clear. 
Chapter II provides the theoretical frame for the present study, based 
on literature. In psychoanalytic theory, Freud developed the concepts 
of transference and countertransference as expressions of interactions 
and interaction repetitions within the psychotherapeutic relationship. 
In this study, special attention is given to the concept of counter-
transference, since the emphasis is on the methods of the staff. This 
concept is not primarily understood according to the views of Freud, 
who regarded countertransference as a reaction which a therapist 
should avoid; instead, the views of Racker and others are followed, 
who saw countertransference as a valuable diagnostic and therapeutic 
tool. 
The occurrence of countertransference is not limited to dyadic psycho-
therapeutic relationships; it also happens within residential psycho-
therapeutic environments. Generally, such an environment does not 
function like a homogeneous entity; it consists of indidividuals, 
patients and staff members, who are mutually fulfilling and attnbut-
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ing roles. These roles include interactions with phenomena of trans-
ference and countertransference. People who carry out treatment may 
often complain of ailments if the factor of countertransference is 
neglected. 
To a certain extent, the clinic staff is familiar with the present 
ideas concerning transference and countertransference. Therefore, the 
problem stated may be specified m the following two questions: 
1. is it possible, by using the concept of interaction repetition, to 
describe a common frame in the clinic staff's working procedures 
concerning treatment plans7 
2. is it possible, by using the concept of interaction repetition, to 
describe different patterns in the clinic staff's working 
procedures concerning treatment plans7 
These questions imply a study of the interactions concerned which have 
to be interpreted and conceptually reframed. This requires an inter-
pretative method of research. 
Chapter III provides some historical background and discusses the 
development of interpretative methods of research. Emphasis is put on 
symbolic interactionism, a theory in which human intercourse is 
regarded as mutual behavior (interaction) to which meanings are 
attributed, and as a mutual exchange of these meanings. The 
investigation of such interactions requires "to take the roles" (Mead, 
1934) of the persons involved. The investigator tries to uncover which 
basic social processes within the field of study are concretely 
expressed through these interactions. Reflecting on these interactions 
he tries to develop inductively a theory about them, by testing 
hypotheses deducted from this reflection. Data collection and analysis 
are intertwined and connected with the gradual development of theory. 
Discussion with research colleagues and the building-in of necessary 
checks of the investigation procedures are seen as crucial elements of 
interpretative methods of research. 
The second part of the chapter shows the application of an interpret-
ative method to the present area of study: 1) selection of the 
material (30 cases of stagnation in an individual treatment plan, 
followed by reflection on, and, possibly, reassumption of, this plan); 
2) the sources used (the available data on the treatment processes 
involved); 3) the moment of observation with moments of checking (a 
given stagnation as formulated by a treatment team); 4) finally, the 
definitive situations of observation (specified discussions on the 
given stagnations, between a treatment team and the staff). The 
operations of collecting, processing and analyzing the data may be 
distinguished, but remain intertwined. Initially, the attempts at 
analyzing the collected and processed data were futile. In a later 
phase, the very intertwinement of collection, processing and analysis 
contributed to the development of the ultimate scheme of analysis at 
the end of the chapter. 
In chapter IV, the results are presented. Treatment stagnation seems 
to be attended by interaction repetition. Treatment plans as clearly 
defined and described entities are hardly to be found. Apparently, 
treatment plans are more amenable to investigation when viewed as 
behavior and interaction; investigation of "planning" is preferable to 
"plan". Without being fully aware of it, treatment teams attach one 
262 
out of two meanings to the identified treatment stagnation: either 
they say that they cannot establish contact with a patient, or they 
feel that he is abusing the contact. 
The discussions on treatment stagnation between a treatment team and 
the staff are studied with respect to three aspects: 1) exploration of 
the interaction repetition between the patient and his treatment team, 
2) the treatment team's experiences of, and reactions to, the inter-
action repetition (i.e. the use of countertransference), and 3) 
planning which is developed (or not) by team and staff, seen as an 
alternative for repetition. Generally, the two meanings which the team 
initially attaches to the stagnation, are unconsciously carried over 
to the three aspects of the discussion. 
The staff usually pays more attention to the meaning and function of 
the patient's repetitive behavior than to the meaning and function of 
the interaction repetition to the staff members involved. 
In chapter U, the results are discussed first. A general frame of 
operation can be revealed, according to which treatment stagnation is 
accompanied by interaction repetition, and attention paid to the 
meaning and function of interaction repetition to staff members is 
relatively scarce. The latter finding agrees with prevalent thoughts 
on treatment organization in the clinic and with occasional complaints 
that more consideration is given to patients than to staff members. 
Treatment of patients as well as job satisfaction of staff members 
might profit from an increase of (didactic) attention to the meaning 
and function of interaction repetition. 
The dichotomy found in the formulation of stagnation and the designing 
of alternatives may be conceived of as different patterns within the 
general frame and may be understood from assumptions regarding phases 
of development of very young children. Relations between this 
dichotomy and roles attributed to staff members by a patient can be 
identified. 
Secondly, the interpretative method used is evaluated. Phases of 
investigation, such as were outlined by other researchers, may be 
distinguished retrospectively in the present study. The extent to 
which the necessary checks were carried out is discussed. 
A conclusion is that interpretative methods of research are indispens-
able and valuable for the present study. 
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SAMENVATTING 
De bewogen staf: behandeling als interactie in een forensisch 
psychiatrisch ziekenhuis 
Als inleiding op deze studie kan worden opgemerkt dat de Dr. H. van 
der Hoeven Kliniek (hierna "de kliniek" te noemen) sinds ruim dertig 
jaar haar werk verricht. Het blijkt echter moeilijk zo niet onmogelijk 
een algemeen stramien en gangbare patronen te beschrijven in haar 
feitelijke werkwijze; verstrekte beschrijvingen beperken zich veelal 
tot hetgeen men in het algemeen nastreeft en tot illustratieve 
voorvallen. 
In hoofdstuk I wordt de probleemstelling uitgewerkt. De kliniek is in 
1955 opgericht door Baan en anderen als een centrum voor de behande-
ling van patiënten die na het plegen van een misdrijf krachtens een 
vonnis van de rechtbank onvrijwillig zijn opgenomen wegens gebrekkige 
ontwikkeling of ziekelijke stoornis van hun geestvermogens. Het doel 
van de behandeling is de resocialisatie van de patient. 
De betreffende categorie patiënten is binnen de psychiatrie langdurig 
beschouwd als een restgroep, "psychopaten" genaamd, die zich kenmerken 
door herhaling van inadequaat sociaal gedrag, en voor wie genezing 
niet mogelijk zou zijn; een visie die hier en daar tot heden is 
blijven voortgestaan. 
Baan had op grond van zijn bevindingen fundamentele kritiek op deze 
visie. Hij was van mening dat de bejegening van de menselijke persoon 
een cruciale factor was geweest in de gebrekkige ontwikkeling en in 
het ontstaan van de stoornis die tot herhaalde criminaliteit en andere 
vormen van defecte sociale aansluiting leidden. Zij zou daarom een 
even cruciale factor dienen te zijn in de behandeling. Hij fundeerde 
daarom de behandeling op contact tussen de individuele patient en 
degenen die hem behandelen en op de wisselwerking of interactie tussen 
hen, en hij ontwierp de kliniek als een gecontroleerd psychotherapeu-
tisch milieu. 
De kliniek heeft sindsdien deze basisopvatting omtrent behandeling 
gehandhaafd en voortdurend verrijkt met nieuwe inzichten, en zij heeft 
haar organisatie opgebouwd, ontwikkeld, en telkens weer bijgesteld met 
het oog op het doel, te bereiken door het verwerkelijken van de basis-
opvatting. Hoe de staf van de kliniek deze basisopvattingen daadwerke-
lijk vertaalt in individuele op resocialisatie gerichte behandelings-
plannen, is echter onvoldoende inzichtelijk. 
In hoofdstuk II wordt op grond van literatuur het theoretisch kader 
voor de studie uiteengezet. Freud ontwikkelde in de theorie van de 
psychoanalyse de begrippen overdracht en tegenoverdracht, als vormen 
van interactie en interactieherhaling binnen de psychotherapeutische 
relatie. Omdat in de onderhavige studie het accent valt op de werk-
wijze van de staf, krijgt dientengevolge vooral het begrip tegenover-
dracht hier de aandacht. Het begrip tegenoverdracht wordt niet alleen 
opgevat conform Freud als een te vermijden reactie van de psychothe-
rapeut, maar tevens conform Racker en anderen als een waardevolle 
diagnostische en therapeutische factor. De tegenoverdracht vindt ver-
volgens niet alleen plaats m de dyadische psychotherapeutische rela-
tie maar eveneens binnen het psychotherapeutische milieu. Dit milieu 
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functioneert in het algemeen niet als een homogene eenheid; het 
bestaat uit individuen die rollen vervullen ten opzichte van de 
patient en van elkaar; tevens schrijven zij rollen aan elkaar toe. 
Deze rollen betreffen ook die interacties waarin verschijnselen van 
overdracht en tegenoverdracht kunnen worden waargenomen. Verwaarlozing 
van de factor tegenoverdracht leidt vaak tot klachten omtrent het wel-
bevinden bij degenen die behandelen. Binnen de kliniek is men tot op 
zekere hoogte bekend en vertrouwd met de hier geschetste opvattingen 
omtrent overdracht en tegenoverdracht als interactieherhaling. Op 
grond daarvan is de vraagstelling voor de studie als volgt ontwikkeld: 
1. Is het mogelijk in de hantering van individuele behandelingsplannen 
een gemeenschappelijk stramien te beschrijven aan de hand van het 
begrip interactieherhaling7 
2. Is het mogelijk in de hantering van individuele behandelingsplannen 
verschillende patronen te beschrijven aan de hand van het begrip 
interactieherhaling7 
Deze vraagstelling brengt met zich mee dat de betreffende interacties 
moeten worden bestudeerd, en vervolgens geïnterpreteerd en op concep-
tueel niveau beschreven. Dit vergt een interpretatieve methode van 
onderzoek. 
In hoofdstuk III worden eerst de achtergrond en ontwikkeling van 
interpretatieve methoden van onderzoek geschetst. Het accent valt 
daarbij op het symbolisch interactionisme dat menselijke omgang opvat 
als gedrag van mensen jegens elkaar (interactie) waaraan zij betekenis 
toekennen, en als onderlinge uitwisseling van die betekenissen. Het 
onderzoeken van concrete interacties vergt ten eerste dat men zich 
verplaatst in de betrokkenen. Vervolgens probeert men via bezinning 
(reflectie) op deze interacties te achterhalen, van welke fundamentele 
processen binnen het veld van onderzoek zij de concrete uitdrukking 
vormen. Via hypotheses die men deductief uit deze bezinning afleidt, 
poogt men inductief tot het formuleren van een theorie omtrent deze 
interacties te komen. De verzameling en de analyse van de gegevens 
zijn onderling nauw verbonden en zij staan ook in verband met de 
geleidelijke ontwikkeling van de theorie. Bij deze werkwijze spelen 
zowel collegiaal overleg als het inbouwen van noodzakelijke controles 
op de procedure van onderzoek een onmisbare rol. 
In het tweede deel van dit hoofdstuk wordt de toepassing van deze 
methode op het concrete gebied onder studie besproken: 1) de selectie 
van het materiaal, (30 gevallen van stagnatie in een individueel 
behandelingsplan, leidend tot bezinning op en zo mogelijk hervatten 
van dit plan), 2) de gebruikte bronnen (de beschikbare gegevens over 
de betreffende behandelingsprocessen), 3) het moment van de observatie 
met controlemomenten (een gegeven stagnatie zoals geformuleerd door 
een behandelingsteam), en ü) de definitieve observatiesituaties 
(concrete vormen van overleg tussen het behandelingsteam en andere 
stafleden). De verzameling, bewerking en analyse van de gegevens zijn 
enerzijds te onderscheiden en anderzijds nauw vervlochten. Nadat de 
aanvankelijke pogingen tot analyse van de verzamelde en bewerkte 
gegevens vergeefs bleken, heeft in een latere fase juist de 
vervlochtenheid van verzameling, bewerking en analyse bijgedragen tot 
de ontwikkeling van het uiteindelijke analyseschema dat dit hoofdstuk 
afsluit. 
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In hoofdstuk lU komen de resultaten van de studie ter sprake. 
Behandelingsstagnatie blijkt algemeen gepaard te gaan met herhaling 
van interactie. Behandelingsplannen als te onderzoeken zelfstandige 
eenheden zijn vrijwel niet te vinden; het blijkt dat ze voor 
bestudering toegankelijk worden wanneer men ze opvat als vormen van 
gedrag en interactie; men kan beter "planning" bestuderen dan 
"plannen". 
De eerste bevinding betreft het volgende. Wanneer behandelingsteams 
een behandelingsstagnatie formuleren, hechten zij, zonder zich daarvan 
bewust te zijn, daaraan één van twee betekenissen: ofwel zij menen 
geen contact te krijgen met de patient in kwestie, ofwel zij menen dat 
hij dit contact misbruikt. Het overleg over de stagnatie tussen een 
behandelingsteam en de staf wordt bestudeerd wat betreft drie aspec-
ten: de exploratie van de interactieherhaling tussen patient en 
behandelingsteam, de wijze waarop het behandelingsteam de interactie-
herhaling beleeft en erop reageert (dat wil zeggen: omgaat met de 
tegenoverdracht), en de planning zoals ontwikkeld door team en staf 
(of m e t ) , als alternatief voor de herhaling. De tweeledige betekenis 
die het team aanvankelijk had gehecht aan de stagnatie, werkt in het 
algemeen door in de drie aspecten van het overleg, eveneens zonder dat 
de staf zich dit realiseert. 
De tweede bevinding is dat in het overleg relatief meer aandacht 
pleegt te worden besteed aan de betekenis en functie van de gedrags-
herhaling voor de patient dan aan de betekenis en functie van de 
interactieherhaling voor de betrokken stafleden. 
In hoofdstuk U wordt eerst ingegaan op de resultaten. Het is als een 
algemeen stramien zichtbaar geworden dat behandelingsstagnatie gepaard 
gaat met interactieherhaling, en dat relatief weinig aandacht wordt 
besteed aan de betekenis en functie van de interactieherhaling voor de 
betrokken stafleden. Dit laatste is consistent met opvattingen die 
binnen de kliniek in het algemeen een rol hebben gespeeld en zijn 
blijven spelen. Ook de soms gehoorde klacht dat in deze kliniek meer 
aandacht bestaat voor de patient dan voor de stafleden, kan m het 
verlengde van deze bevinding worden begrepen. Meer (didactische) 
aandacht voor de betekenis en functie van de interactieherhaling zal 
zowel de behandeling van de patiënten als de werksatisfactie van de 
betrokken stafleden ten goede kunnen komen. 
De tweedeling m het formuleren van problemen en het vinden van een 
alternatief kan worden opgevat als een onderscheiding in bijzondere 
patronen binnen dit stramien. Zij kan worden begrepen vanuit assump-
ties omtrent ontwikkelingsfases van het zeer jonge kind. Er kunnen 
samenhangen worden aangewezen tussen deze tweedeling en de rollen die 
de patient in kwestie toeschrijft aan de bij hem betrokken stafleden. 
Vervolgens wordt de waarde besproken van een interpretatieve methode 
van onderzoek. Onderzoekfasen zoals die door anderen zijn geschetst, 
blijken retrospectief ook in deze studie te onderscheiden. Met name 
wordt ingegaan op de mate waarin is voldaan aan de noodzakelijke con-
troles. Geconcludeerd mag worden dat interpretatieve methoden van 
onderzoek voor een studie als de onderhavige onmisbaar en waardevol 
zijn. 
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countertransference, 29-30, 
34-40, 42, 44, 53, 100, 168, 
170-172, 261 
criteria for treatment results, 
25 
cultural anthropology, 96 
danger, dangerous behavior, 2, 7, 
24, 66, 78, 85-86, 88, 141, 
145, 147, 242, 244-259 
"defense staff meeting", 75, 138, 
143, 155, 226 
diagnosis, diagnostic, 11, 15, 23, 
66 
dichotomy, dichotomous, 100, 
108-111, 153, 173-181, 183, 190 
didactics, see education 
disorder, see pathology 
distance, 13-14, 115, 124, 171, 
180 
double bind, 41, 177 
DSM-III, 9, 181 
dual perspective of investigator, 
55, 77, 92, 95, 97, 100 
dyadic psychotherapeutic 
relationship, 8, 15, 30, 32, 200 
education of staff, 93-94, 134, 
157, 182-184 
emotion, 52, 89 
encounter, see approach 
endogeny, endogenous, 8-10, 14 
ethnomethodology, 96 
evaluation meeting, 69, 230-232 
experience, 43-44, 52-53, 100, 
102, 126-147, 167-168, 170-173, 
178-179, 182-184, 186 
experiential knowledge, 62-63, 183 
extended family, 19, 86, 242-243 
fallacy of objectivism, 58, 97 
fear: see anxiety 
forensic psychiatry, forensic 
mental hospital, 1, 6, 7, 38 
generalized other, 31, 50-51 
going native, 56, 83, 92 
group leader, 22 
hope, 38 
hospitalization, 32 
identity, 31, 134, 138, 141, 151 
identification, 
- concordant, 35-36, 43, 123, 126, 
130, 169, 179, 185, 190 
- complementary, 35-36, 43, 130, 
169, 179, 185, 190 
inborn: see endogeny 
indication for TBR, 6 
indication staff meeting, 71, 73, 
92, 137, 139- 140, 142-145, 147, 
227 
insania moralis, 8, 12 
intensive care ward, 72, 74, 119, 
122, 145, 225, 233 
273 
interaction, 12, 29, 33, 196-198 
interpretation, 13, 50-52 
interpretative methods of 
research, 26-27, 47-63, 91, 
184-194 
interviewing, 70-71, 82, 92 
judge, judicial decision, 5, 29, 
218 
labeling theory, 30-31 
language, use of, 80-83, 94-95 
lattice structure, 20-21, 40, 
182-184 
level of content, 39, 53, 151 
level of relationship, 39, 151 
lex talionis, 36 
life-events, important, 36, 51, 
90, 92-93 
life history, 11, 28, 68, 78, 93, 
220 
Main's syndrome, 39, 42-44 
mask of sanity, 9, 24 
meaning, 49-50, 54-55, 100 
mental hospital, 193-194 
money, 85-86, 88, 242 
motivation, 52 
moral insanity: see insania 
moralis 
multifocal therapy, 25 
narcissism, 174-175 
neurosis, neurotic, 14 
nonfocal therapy, 25 
object of research, objectifying, 
11, 13, 25-26 
organization, 20-24 
participant observation, 63 
pathological contact disorders, 
pathology, illness, 11-12, 187 
patients, 65-66 
percept, perception, perceiving, 
52, 89, 95, 99 
phenomenology, phenomenological, 
8, 12-13, 18, 48, 54 
planning, — see alternative 
pragmatism, 48 
projection, 40, 178 
psychoanalysis, psychoanalytical 
1, 4, IB, 30-46, 61, 85, 
168-175, 
psychopathy, 5-6, 8-12, 32, 186, 
261 
psychotherapeutic community, 
environment, 8, 15, 29, 43 
- controlled psychotherapeutic 
environment, 8, 15, 29 
psychotherapist, psychotherapy, 23 
records, — reading/writing of 
clinical, 67, 78-84, 88-90, 105, 
120, 123-124, 158 
reflection, 54-56, 91, 94-95, 98, 
100, 188 
repetition, repetitive behavior 8, 
12, 29-30, 32, 45-46, 50, 88-89, 
100, 103-105, 115-116, 150, 155, 
166-167, 178, 188 
research, researcher, 1-3, 23, — 
see also checks, and interpret-
ative research 
residential psychotherapy, 
setting, treatment, 6, 18, 30, 
32-34, 177, 181, 193-194 
risk: see danger 
role, role-conflict, 21, 32, 34, 
40-42, 53, 177, 179 
role-play by staff, 75, 92, 94, 
106, 108, 120-123, 134, 137-139, 
140, 144, 149, 151-152, 
156-157,240-241, 253-259 
"role-taking", 50, 55, 77, 90, 262 
romanticism, 48-49 
safe, safety, 18, 22, 431 
secure, security: see safe 
self, self-concept, 50-51, 90, 
92-93, 135, 139, 142, 146, 148, 
151 
separation-individuation phase, 
175 
significant other, 51, 90, 92-93, 
135, 242-243 
sociological imagination, 51, 90 
sociopath, see psychopath 
splitting (behavior), 37, 118, 190 
staff, 
- collective, 22-23, 33 
- staff member, 21-24 
- staff meeting, conference, 21, 
68-69, 94-95, 137-138, 141, 221, 
224-227 
stagnation, operational definition 
of, 64 
stereotype, stereotypic, 8, 29, 
31-32 
subject of research, 13, 59-60, 98 
subjectivism, subjective norms, 49 
supervisor treatment plan, 22, 146 
symbiosis, symbiotic, 175-176, 179 
symbolic interactionism 13, 48-54, 
90, 92, 151, 197, 198 
TBR, 5-8 
274 
teacher, 22-23 
transference, 29, 32-34, 53, 100, 
178, 261 
treatment evaluation, 24, 69, 
230-232 
treatment goals, 24-25 
treatment plan, 15-20, 24-27, 46, 
105-107, 165-166, 188 
- individualized treatment 
planning, 26-27, 63-65, 91, 
101, 166 
treatment program, 8, 15-17 
treatment team, 22 
triangular relationship, perverse 
triangle, 33, 89, 92, 229 
triangulation, 53, 59, 97, 198 
unconscious, 34, 198 
unifocal therapy, 25 
"Utrechtse School", 13, 195 
verbatim reports, 70, 80-81, 227 
vignets, 96-99, 191, 244-246, 
251-253 
violence: see danger 
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STELLINGEN 
Behorend bij het proefschrift van Julie T.T.M. Feldbrugge: 
Commitment to the Committed: Treatment as Interaction in a Forensic 
Mental Hospital 
K.U. Nijmegen, 10 januari 19Θ6. 
Patienten die in een kliniek zoals de Dr. H. van der Hoeven Kli­
niek zijn opgenomen maken heftige zinqevingscnses door. 
2. Het doormaken van een zingevingscrisis manifesteert zich in de 
interactie met andere mensen. De patient manifesteert het doorma­
ken van zulke crises ook in de interactie met zijn hulpverleners. 
Stafleden van de Dr. H. van der Hoeven Kliniek herkennen zinge-
vingscnses van patiënten vaak als ervaringen die overeenkomen met 
wat zij zelf in hun leven doormaken of hebben doorgemaakt. De psy-
choanalyse biedt met het begrip "tegenoverdracht" een kader om 
eigen crisiservaringen niet af te weren maar ze te erkennen. Dit 
laatste is noodzakelijk om de patient te kunnen begrijpen en bij 
te staan. (Dit proefschrift). 
4. Het is in de behandeling van patiënten met ernstige contactstoor-
nissen soms niet te vermijden dat bij hun hulpverleners agressief-
destructieve tegenoverdrachtgevoelens opkomen. Om te voorkomen dat 
hulpverleners deze gevoelens ongecontroleerd tot uitdrukking bren-
gen is gezamenlijke en systematische aandacht voor zulke gevoelens 
onmisbaar. (Dit proefschrift). 
De ethische normen inzake het professioneel handelen van artsen, 
psychotherapeuten, verpleegkundigen, rechters, enzovoort, jegens 
patiënten zijn hoog. Het soms ernstige wangedrag van een patient 
jegens mensen die beroepsmatig met hem in interactie zijn wordt in 
publieke discussies vaak gebagatelliseerd en genegeerd. Als selec-
tieve verontwaardiging over gedrag van beroepskrachten gepaard 
gaat met een houding van waaruit men de patient a prion discul-
peert, onderhoudt men subtiel maar efficient de opvatting dat pa-
tienten geen volwaardige interactiepartners zijn. 
6. Door onvoldoende aandacht voor het aandeel van de patient in het 
hulpverleningsproces gaat men er impliciet van uit dat het de 
hulpverlener is die de patient "beter maakt", dan wel dit behoort 
te doen. Deze opvatting betekent een overschatting van hetgeen 
waartoe de hulpverlener in staat is en een onderschatting van de 
verantwoordelijkheid en het aandeel van de patient, die immers 
naarmate zijn capaciteiten groter zijn of toenemen, beter over het 
vermogen beschikt aangeboden hulp te weigeren of te dwarsbomen. 
Zie o.m. het Advies inzake een Beleid voor Psychotherapie, 
19B0 (de "Werkgroep Verhagen"). 
7. De regelmatig herhaalde uitspraak van de zenuwarts A.M. Roosen-
burg, voormalig directeur van de Dr. H. van der Hoeven Kliniek, 
namelijk: "De patient misdraagt zich niet voor zijn plezier", 
blijft geldig en behartenswaardig. 
8. De wijze waarop een psychiatrische patient omgaat met geld, de be-
tekenis die hij aan geld toekent, en de functie die dit heeft voor 
zijn ontwikkeling, wordt zowel in psychiatrische ziekenhuizen als 
in de literatuur opvallend veronachtzaamd. 
9. Stafleden van de Dr. H. van der Hoeven Kliniek zijn in de omgang 
met patiënten onderhevig aan dezelfde taboes als welke binnen onze 
cultuur rusten op praten over geld en vragen naar iemands beste-
dingspatroon. 
10. De verhouding die sommige gezagsdragers in de katholieke kerk zoe-
ken tot de leden van hun kerkgemeenschap kan worden opgevat als 
een chronische contactstoornis. Ofwel zij wijzen contact met de 
leden van de genieenschap fundamenteel af met een beroep op de 
leer, ofwel zij misbruiken het contact door mensen aan de leer 
ondergeschikt te maken. Runike noemt dergelijke contactstoornissen 
pathologisch (zie H.C. RUMKE, Psychiatrie III. Tussen Psychose en 
Normaliteit, Scheltema 4 Holkema, Amsterdam, 1967, blz.l67). 
11. Als kerkleiders chronische contactstoornissen (zie Rumke, 1967) 
veroorzaken dienen de kerkleden dit te onderkennen, om vanuit ken-
nis en inzicht met zulke stoornissen om te gaan. Laat men dit na, 
dan loopt men het risico dat men zich in de irrealiteit begeeft, 
waardoor men de stoornis onderhoudt en bestendigt en zelf tot ge-
stoord gedrag kan geraken. 
12. De wetgever schiet tekort door ten aanzien van de terbeschikking-
stelling slechts te formuleren waarom deze wordt opgelegd (WvS 
art. 37a), en niet waartoe, (zie Nota TBR 1970; voorstel van wet, 
11 932, momenteel in behandeling). 
13. Het Ministerie van Justitie heeft het voorstel gedaan in een nieu-
we wet niet meer te spreken over "tev beschikking van de Regering 
stellen" (TBR), maar over "_ter beschikking stellen" (TBS). Men wil 
blijkbaar in het midden laten wie, of wat, voortaan over de be-
trokkene gaat beschikken. Dit wekt het vermoeden van ofwel onvol-
doende beheersing van de nederlandse taal, ofwel het verhuld hou-
den van verantwoordelijke personen of instanties, ofwel beide. 
14. In het voorstel om het aanleggen van psychiatrische dossiers aan 
banden leggen en tot dossiervernietiging te verplichten dient het 
belang van de individuele pnvacy-bescherming te worden afgewogen 
tegen het belang van de mogelijkheid om fundamenteel terugblikkend 
onderzoek te doen naar diagnostiek en behandeling van ernstige 
psychische stoornissen. 
15. Interpreterend hypothesevormend onderzoek is gelijkwaardig aan 
objectiverend hypothesetoetsend onderzoek. (Dit proefschrift). 
16. Uit de bevinding dat wetenschappelijke teksten vaak moeilijk lees-
baar zijn mag men met concluderen dat journalistiek geschreven 
teksten onwetenschappelijk zijn. 
17. In menselijke verhoudingen waarin het conimunicatiekader door de 
een kan worden opgelegd aan de ander - zoals onder meer binnen de 
geestelijke gezondheidszorg en het onderwijs - kunnen de interac-
tiepartners hun uitwisseling spiegelen aan de dialoog tussen Alice 
en Humpty Dumpty. 
"The question is", said Alice, "whether you can make 
words mean different things". 
"The question is", said Humpty Dumpty, "which is to be 
master - that is all". 
Alice in Wonderland en Through the Lookinq-Glass 
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